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THE TREATMENT OF THE CONVALESCENT CARDIAC PATIENT 


CHESTER M. KURTZ, M.D. 


Professor of Clinical Medicine 
University of Wisconsin Medical School 


Madison, Wisconsin 


HE TWO most common cardiac conditions 

requiring prolonged and intensive treatment 
are congestive failure and acute coronary occlu- 
sion. I shall confine my remarks to the manage- 
ment of the convalescent periods following these 
two episodes. 


Decompensation 


It is not within the scope of this discussion to 
go into the treatment of the acutely decompen- 
sated patient and | shall simply have to assume 
that the generally accepted measures such as rest, 
sodium restriction, oxygen, digitalization, and 
diuresis have been instituted and that the patient 
has responded satisfactorily. It is not easy to 
define the exact point at which convalescence be- 
gins but for the purposes of this discussion we 
may consider that when the chief signs of decom- 
pensation (dyspnea, pulmonary congestion, liver 
engorgement, and peripheral edema) have largely 
disappeared and the patient is obviously on the 
mend, the convalescent period has been reached. 


Physical Activity—Years ago prolonged bed 
rest was the vogue, but we have learned through 
sad experience that absolute bed rest can be over- 
done and is not without its hazards and compli- 
cations. Even during the acute stage of decom- 
pensation the patient should not be expected to 
lie flat but should be supported at the angle which 
affords the greatest degree of comfort. Usually 
this will be a nearly sitting position. 


_Presented at the annual meeting of the Minnesota 
~~ ones Association, Minneapolis, Minnesota, May 
, 1952, 


SEPTEMBER, 1952 


Passive exercises of the legs should be insti- 
tuted early even before the congestive failure has 
completely subsided, and after a few days the pa- 
tient should be urged to exercise the leg muscles 
by flexing and extending the knees ten to twenty 
times on several occasions during the day. The 
decompensated patient has a peculiar tendency to 
develop phlebothrombosis but with a little atten- 
tion to daily leg exercises this need not be feared. 

Ordinarily by the end of the first week, if the 
treatment has been successful, the patient can be 
placed in a comfortable chair close to the bed, 
with his feet on a stool. Starting with thirty min- 
utes morning and afternoon the sitting-up periods 
may be lengthened gradually as tolerated. The pa- 
tient’s own sense of fatigue should be the criterion 
for returning to bed. As soon as he is able to sit 
up comfortably for two hours in the morning and 
two hours in the afternoon he could begin to take 
a few steps and after another day or two should 
be on bathroom privileges.. As this point most 
patients can be discharged to their homes where 
activity is gradually increased as tolerated. It may 
be another two or three weeks before stair climb- 
ing should be attempted. Short walks out of doors 
are then in order, and when the patient is finally 
able to be up and around a good share of the day 
without undue fatigue the convalescent period can 
be considered at an end. 


Diet.—It is now common practice to place the 
decompensated patient on a “low sodium” diet 
with the sodium restricted to less than 1 gram a 
day, Schemm’s neutral or acid ash diet has 
been found highly satisfactory. This can be car- 


837 











ried right through the convalescent period with 
perhaps some relaxation of the sodium restriction 
after the first week or two. A simple but effective 
method of determining whether or not the patient 
is taking too much salt is to weigh him every 
morning before breakfast and any tendency for 
fluid to accumulate in the tissues as the result of 
poor electrolyte balance will promptly manifest 
itself in a weight gain. In very severe and stub- 
born cases where edema has been difficult to control 
one may resort to the Kempner rice diet for the 
period of convalescence. It is important to make 
certain that an acute sodium deficiency does not 
develop as this may be far more dangerous than a 
mild degree of congestive failure. Salt substitutes 
may be tried but, unfortunately, the one which 
most resembles sodium chloride contains lithium 
which has been found highly toxic in a few in- 
stances. However, small amounts of this material 
can be permitted especially if the sodium intake 
has not been too drastically restricted. 


Fluids —Up until ten years ago it was fashion- 
able to restrict drastically the fluid intake of the 
decompensated patient as the general anasarca in- 
dicated only too obviously that he already had an 
excess of water in his system. From time to 
time a timorous voice had been raised in protest 
against severe fluid restriction but it remained for 
Schemm, speaking in Saint Paul just ten years 
ago, to wake us up to the fact that an edematous 
patient could at the same time be markedly de- 
hydrated and a prompt diuresis induced by forcing 
fluids. This was greeted as rank heresy at the time 
but those who had the courage to try it quickly 
found that Schemm was right. It is now common 
practice to encourage the decompensated patient to 
drink all the water he desires and attempt to keep 
the daily fluid intake at three liters or better. 
Orange juice, grapefruit juice, and lemonade 
have to be curtailed to a certain extent due to 
their sodium content, and it is probably not wise 
to permit more than one-half glass of orange 
juice per day. 


Digitalis—In most instances a maintenance 
dose of digitalis is indicated right through the con- 
valescent period. Many cardiologists still support 
the old adage, “Once digitalis, always digitalis,” 
but this is not necessarily true and in appropriate 
cases this drug may be discontinued even before 
convalescence has been completed. 
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Diuretics—In considering diuretics we are 
quite apt to think only of the mercurials and for- 
get that other less irritating and yet highly efficient 
diuretic drugs are available. It should be remem- 
bered that ammonium chloride is an effective diu- 
retic and probably could be used a great deal more 
extensively than it is. One gram of enteric coated 
ammonium chloride taken four times daily fre- 
quently will keep the previously decompensated 
patient at “dry weight.” In many instances it 
will be necessary to give the ammonium chloride 
only one week out of each month whereas others 
may have to take it steadily over a prolonged pe- 
riod of time. Many of us have all but lost sight 
of the xanthine diuretics which can be depended 
upon to promote an active diuresis in most in- 
stances without deleterious effect on the kidney. 
Ten grains of theocin three times a day for three 
days will usually get rid of any ordinary accumu- 
lation of fluid during the convalescent period. In 
the more stubborn cases mercurials may have to 
be resorted to and can be given either orally, par- 
enterally, or in combination. Although the ion- 
exchange resins are not true diuretics they can 
frequently be depended upon to prevent the for- 
mation of edema in the milder cases. 


Anticoagulants.—Dicumarol and other antico- 
agulants are not ordinarily indicated during the 
convalescent period unless embolic phenomena 
occur. 


Vitamins.—It is usually well to give some one 
of the poly-vitamin preparations to these patients 
on restricted diets and perhaps the most impor- 
tant of the vitamins is the B complex. 


Morale——Fully as important as the proper 
medical treatment is the maintenance of the pa- 
tient’s morale. The physician, the nurse, and the 
family should make every effort to suround the 
patient with an air of cheerfulness at all times. 
Words of encouragement go a great deal farther 
than too much sympathy and commiseration. 
Much can be accomplished by stimulating the pa- 
tient’s interest in various fields such as music, 
art, science, history, literature, hand work, and 
even stamp collecting. Some patients with a flare 
for literary composition have become very credi- 
table poets while recovering from an attack of 
heart failure. “Sad sacks” and gloomy friends 
who regale the patient with stories of similar 
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cases which terminated fatally should be kept a 
jong distance away. 


Occupation.—As the end of the convalescent 
period approaches some thought has to be given 
to the future and to the type of occupation to be 
recommended for the patient when he is ready 
to resume his place in society. Obviously, it 
would not be wise to send the patient back into the 
type of work which precipitated the attack of 
congestive failure, but in many instances certain 
modifications can be instituted which will avoid 
the necessity of a complete change of occupation. 
In other instances it may be necessary to train 
the patient for an entirely different type of work. 
In the case of the housewife rearrangement of the 
kitchen and the institution of certain labor-saving 
methods may enable her to resume a considerable 
* her housework without endangering 
her heaiih. In every case the objective should be 
to keep the cardiac patient contented and busy 
within the limits of his myocardial capacity and 
avoid so far as possible that most undesirable 
state of complete cardiac invalidism which, with a 
little thought and attention to certain details, can 
in the great majority of instances be postponed 


portion 


for many years. 


Coronary Occlusion 


Here again one has to be somewhat arbitrary 
in defining the onset of the convalescent period. 
One might consider that it did not start until the 
patient was out of bed. On the other hand, the 
myocardial infarct reaches its point of maximum 
softening about fifth day after the arterial closure 
and from then on the repair process goes on rap- 
idly and one might consider that after the first 
week the acute phase is over and the patient is en- 
tering the convalescent period. In any event, I 
feel that the management from this point on is 
sufficiently important to warant our careful con- 
sideration and for the purposes of this discussion 
would like to consider the convalescent period as 
beginning about one week after the acute episode. 
A rather wide divergence of opinion exists as to 
the proper conduct of the early convalescent pe- 
riod, ranging from the very conservative method 
of insisting upon complete bed rest for at least 
two and sometimes three months, to the opposite 
extreme of sending the patient back to work the 
day after the occlusion has occurred. 
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Levine has recently published his experience 
and recommendations in a_ thought-provoking 
paper which appeared in The Journal of the 
American Medical Association for April 19 of 
this year. His series consisted of eighty-one pa- 
tients who had suffered acute myocardial infarc- 
tion and he had the majority of them out of bed 
and sitting in a chair within the first two days. 
They were lifted or helped into a wheelchair and 
pains were taken to avoid any pressure in the 
popliteal spaces. He permitted the patient to sit 
up in a chair until fatigued and urged him to re- 
main out of bed as much of the day as possible 
without causing discomfort. This amounted to 
one or two hours the first day and gradually in- 
creased until, at the end of one week, the patient 
was in the chair the greater portion of the day. 
Contraindications to the “armchair” treatment 


were: (1) continuing state of shock, (2) 
marked debility, and (3) concomitant cere- 
brovascular accident. Such signs or symp- 


toms as high temperature, severe pain, fric- 
tion rub, diastolic gallop rhythm, heart block, ar- 
rhythmias in general, and need for oxygen were 
not considered contraindications to sitting in a 
chair. The patient was encouraged to feed himself 
and was permitted a bedside commode or toilet 
privileges. The patients were permitted to walk 
a few steps at the end of the third week and 
usually were out of the hospital in four weeks. 
Anticoagulant therapy was used in all but nine 
patients. The end results in this series com- 
pared favorably with patients treated by the more 
conventional methods; complications were no 
more frequent, and the mortality rate no higher. 

Every clinician has his own favorite way of 
treating coronary occlusion and, for my part, I 
prefer to keep the patient at bed rest for four to 
six weeks depending upon the severity of the at- 
tack. One can be guided by the general condition 
of the patient, the regressive changes in the elec- 
trocardiogram, and the improvement in the sedi- 
mentation rate. These two laboratory procedures 
are best followed at weekly intervals. I would pre- 
fer that the patient did not feed himself for the 
first week but have no objection to the use of a 
bedside commode as this is frequently preferable 
to a bed pan. The chief concern during this early 
stage is the possibility of cardiac rupture. White 
reported such an occurrence in 3.7 per cent of 
270 cases following fresh infarction at Massachu- 
setts General Hospital treated in the conventional 
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manner and in 73 per cent of twenty-two psychotic 
patients who were difficult to control. Rupture is 
most apt to occur on the fourth or fifth day and is 
relatively rare after the tenth to twelfth day. The 
patient should be encouraged to keep the back rest 
rolled well up and even at night should sleep with 
his head fairly high. Leg exercises are prescribed 
after the first week and the patient is turned on 
his abdomen with a pillow under the hips for a 
period of fifteen or twenty minutes twice daily. 

If the sedimentation rate has dropped nearly to 
normal and the electrocardiogram has shown defi- 
nite improvement at the end of the fourth week 
the patient is permitted to sit in a chair for fifteen 
minutes morning and afternoon increasing this by 
fifteen minutes each day until he is sitting up two 
hours twice daily. If the clinical evidence points 
to a more severe infarct with slow healing the pa- 
tient is kept in bed for the full six weeks. After 
he is able to sit up for two hours twice daily with- 
out fatigue he is permitted to take a few steps, in- 
creasing both the walking and sitting up daily. 
After one month of this he should be up and 
around full time without fatigue and stair climb- 
ing may be attempted. The patient who has suf- 
fered a coronary occlusion should ordinarily plan 
on a convalescent period of at least three months 
before attempting to return to work. Not infre- 
quently it may be advisable to spend the last few 
weeks of this period away from home at some 
vacation spot, removed from the temptation of 
getting back to work or business prematurely. 


Diet.—The whole question of diet in patients 
with coronary disease is at present the object of 
much controversy and a great deal of study. Until 
the exact role of cholesterol metabolism can be 
accurately determined it would be well to place 
the patient on a relatively low cholesterol diet 
avoiding particularly egg yolk, butter, cream, and 
cheese. It is extremely important to restrict the 
caloric intake in the obese patient. There is no 
need to restrict salt unless there is a complicating 
hypertension or congestive failure. The advis- 
ability of using heparin and dicumarol in the 
early stages of the treatment is outside the scope 
of this paper but if dicumarol has been started 
during the acute stage it should be continued until 
the patient becomes ambulatory. In certain 
selected cases it may be advisable to continue anti- 
coagulant therapy for months or years after the 
patient returns to normal activity. In my opinion 
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some one of the vasodilators is indicated routine- 
ly and should be continued for an indefinite period, 
Choline, methionine, and inositol have been rec- 
ommended for patients who have suffered cor- 
onary occlusion, the purpose being to improve 
lipid metabolism and thus prevent progression of 
the atherosclerotic process. Some feel that lipo- 
tropic substances have the ability to de-choles- 
terolize the arteries but as yet no definite proof 
has been adduced to demonstrate that such re- 
versing of the process is actually possible. In 
some instances where severe and_ intractable 
angina has followed coronary occlusion, depres- 
sion of thyroid activity by means of propyl- 
thiouracil or I'** have been employed with con- 
siderable benefit. In my own opinion this is an 
irrational approach and I am not sure it is justi- 
fied. Some of the recent work with relatively 
small doses of heparin appears promising. 


Tobacco.—Tobacco is known to be a very 
powerful vasoconstrictor and although many 
authorities permit patients with coronary disease 
to continue the use of tobacco in moderation, my 
own feeling is that it is definitely contraindicated. 
All of us can think of certain exceptional cases 
where the complete interdiction of tobacco might 
do more harm than good, but in the great majority 
of cases the continued use of tobacco can only 
interfere with the development of collateral cir- 
culation and augmentation of the coronary flow. 


Alcohol.—A\lcohol in relatively small doses (one 
ordinary cocktail or “shot” of whiskey) twice 
daily probably acts as a good vasodilator and 
may be recommended particularly in those per- 
sons who have been in the habit of using alcohol 
in the past. The excessive use of alcohol, how- 
ever, is known to reduce the efficiency of the 
myocardium and should be discouraged. 


Physical Activity—The amount of physical 
exertion to be permitted during the period of 
convalescence will vary with each individual case 
and only very general rules can be laid down. 
Walking is probably the best exercise as both 
speed and distance can be regulated to suit the 
individual. The walking should be on level ground 
and hill climbing should be avoided during this 
stage. It goes without saying that anything as 
strenuous as lawn mowing and snow shoveling 
is distinctly contraindicated. The question of re- 


MINNESOTA MEDICINE 








sumy 
squa 
patie 
broas 
gree 
men 
duri 
that 


TI 
work 
with 
are 
habi 
the | 
tion 
stan 
sibly 
feas 
fout 
have 
chat 
ed. 
up ' 
ence 
goo 


puy 
soc 


los 
hig 
anc 


SE 






ine- 


rec- 
Cor- 
“Ove 
1 of 
ipo- 
iles- 
‘oof 

re- 

In 
able 
res- 
pyl- 
‘on- 
- an 
isti- 
vely 


ery 
any 
ase 


ted. 
ASES 
ight 
rity 
mnily 
cir- 


one 
vice 
and 
er- 
hol 
Ow- 

the 


ical 

of 
ase 
wn. 
oth 


und 
this 
as 
ing 











sumption of sexual activity should be faced 
squarely by the attending physician although the 
patient himself may be somewhat reluctant to 
broach the subject. By exercising a moderate de- 
gree of restraint and ordinary common sense most 
men may be permitted to resume marital relations 
during the latter part of the convalescent period, 
that is, during the third month. 


The Future.—Before the patient returns to 
work the physician should take time to sit down 
with him and talk over whatever modifications 
are going to be necessary in his future living 
habits. Whether the patient be a man or a woman 
the question of returning to the former occupa- 
tion is of paramount importance. In some in- 
stances a gradual return to the former job, pos- 
sibly with certain modifications, may be entirely 
feasible. However, in many instances, rather pro- 
found alterations in the working conditions may 
have to be achieved and in some cases a complete 
change in the type of work may have to be effect- 
ed. Rarely is it advisable to force-a patient to give 
up work altogether. The keynote of this confer- 
ence should be hope and encouragement and it is 
good psychology to cite a number of cases in 
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which patients have lived many years and led ac- 
tive and useful lives following an attack of 
myocardial infarction. The patient should be 
made to realize that his future depends to a con- 
siderable extent on the manner in which he con 
ducts himself and that he has it within his power 
to assure for himself, to a very considerable ex- 
tent, many years of good health and good living. 
Worry and fear should be dispelled as completely 
as possible. Many doctors experience one or more 
coronary occlusions and if you look around you, 
you will find that most of these men are back in 
active practice and relatively symptom-free. True, 
a final attack may be waiting for them at the end 
of the road, but I can think of many lingering 
types of death and other more unpleasant methods 
of leaving this earthly life than via coronary 
thrombosis. 

In the words of Dr. Thayer, one of Baltimore’s 
most famous internists, referring primarily to 
“The attacks, though dis- 
tressing, may often be quickly relieved, and in 
the end, the patient may pass frem the turmoil of 
life to the peace of that which we call death, in 
the twinkling of an eye, without a pang, without 
a movement, without a care.” 
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THE SOCIALIST-COMMUNIST IDEA 


\s a teacher in public schools, I find that the socialist- 
communist idea of taking “from each according to his 
ability,” and giving “to each according to his need” is 
now generally accepted without question by most of our 
pupils. In an effort to explain the fallacy in this theory, 
I sometimes try this approach with my pupils: 


When one of the brighter or harder-working pupils 
makes a grade of 95 on a test, I suggest that I take 
away 20 points and give them to a student who has made 
only 55 points on his test. Thus each would contribute 
according to his ability and—since both would have a 
passing mark—each would receive according to his need. 
After I have juggled the grades of all the other pupils 
in this fashion, the result is usually a “common owner- 
ship” grade of between 75 and 80—the minimum needed 
for passing, or for survival. Then I speculate with the 
pupils as to the probable results if I actually used the 
socialistic theory for grading papers. 


First, the highly productive pupils—and they are al- 
Ways a minority in school as well as in life—would soon 
lose all incentive for producing. Why strive to make a 
high grade if part of it is taken from you by “authority” 
and given to someone else ? 
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Second, the less productive pupils—a majority in school 
or elsewhere—would, for a time, be relieved of the neces- 
sity to study or to produce. This socialist-communist 
system would continue until the high producers had sunk 
—or had been driven down—to the level of the low pro- 
ducers. At that point, in order for anyone to survive, the 
“authority” would have no alternative but to begin a 
system of compulsory labor and punishments against 
even the low producers. They, of course, would then 
complain bitterly, but without understanding. 


Finally I return the discussion to the ideas of freedom 
and enterprise—the market economy—where each person 
has freedom of choice, and is responsible for his own 
decisions and welfare. 


Gratifyingly enough, most of my pupils then under- 
stand what I mean when I explain that socialism—even 
in democracy—will eventually result in a living-death for 
all except the “authorities” and a few of their favorite 
lackeys. 


A letter from Thomas J. Shelly, teacher of Economics 
and History, Yonkers High School, Linden and Poplar 
Streets, Yonkers 2, New York.—January 20, 1951. 








REVIEW OF POLIOMYELITIS AT ANCKER HOSPITAL FROM 1931 TO 1951 


FRANK G. HEDENSTROM, M.D. 
Saint Paul, Minnesota 


OLIOMYELITIS is a disease so variable in 

development and manifestations that for pur- 
pose of clarification it may be helpful to outline 
Table I demonstrates the 
three phases or stages commonly associated with 
the acute disease. 


the clinical features. 


may develop a sudden intractable headache that 
does not respond to analgesics, also neck and back 
stiffness and a positive Kernig’s sign, or so-called 
“muscle spasm.” This picture is sufficient indi- 
cation for a spinal puncture, which usually reveals 
a cell count above 10. However, poliomyelitis may 


TABLE I. CLINICAL CLASSIFICATION OF POLIOMYELITIS 











Abortive Type Transition Nonparalytic Type Paralytic Type 
Systemic Phase Phase Preparalytic Phase 
30% present 
Prodromal symptoms 
1-2 days 1-4 days 1-5 days 50-70% Spinal 
Improvement | Sudden onset Recover 
Fever Persistent headache 30-50% Bulbar 
Headache Fever Progress to 
Angina Flushed cheeks Paralysis Respiratory 
Nausea Circumoral pallor 
Vomiting Anxious expression Circulatory 
Constipation Pulse rapid out of proportion 
Diarrhea to fever Encephalitic 


30% recover 20% progress 
o © 








Rigid neck and back 

Positive dermographia 

Hyperesthesia 

Muscle tenderness 

Positive kernig 

Tremor of hands 

Muscle twitching 

Reflex changes 

Spinal fluid—clear to ground 
glass—cell increase 

Neutrophiles predominate 
early—Lymphocytes later 

Increase of globulin | 











The abortive type, the systemic phase and the 
prodromal stage are synonymous. About 30 to 35 
per cent of patients present a prodromal history, 
featured by fever, headache, angina, nausea, vomit- 
ing, constipation,’ or diarrhea. The duration is 
brief—of one or two days. The occurrence of 
these symptoms in a large number of persons ex- 
posed to poliomyelitis during an epidemic ac- 
counts for the statement “that most people have 
polio unaware of having had an abortive attack.” 
Approximately 80 per cent recover from the pro- 
dromal stage, and 20 per cent progress, either 
through the transition phase, manifested by a 
temporary feeling of improvement, or directly to 
the preparalytic phase, which if arrested is known 
as the nonparalytic type. 

The preparalytic phase or stage may last one 
day or may extend to five or seven days before 
paralysis ensues. The patient by no means need 
present all of the symptoms, though commonly 


Presidential address before the Ramsey County Med- 
ica! Society, Saint Paul, Minnesota, January 28, 1952. 
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occur in the presence of a normal cell count. A 
predominance of neutrophiles in the spinal fluid 
usually means the case has been detected early. In 
the course of a few days, the lymphocytes tend to 
predominate. About 50 to 70 per cent of the pa- 
tients recover and are then classified as non- 
paralytic in type. Thirty to 50 per cent are called 
preparalytic and progress to the paralytic stage. 

The paralytic type may be classified as the 
spinal type involving the arms, legs, back, and 
abdomen. The bulbar type which may involve the 
cranial nerve nuclei of the third, fifth, sixth, 
seventh, and eighth nerves has a good prognosis. 
More frequently and more grave is the involve- 
ment of the tenth cranial nerve, resulting in 
paralysis of the palate, pharynx, and vocal cords. 
Involvement of the respiratory center and the 
circulatory center is very serious, and they are al- 
most always associated with cranial nerve paral- 
ysis. The polioencephalitis occurs commonly with 
the bulbar type. The cerebellar type with an ataxic 
gait is not common. 
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The incidence of poliomyelitis in Saint Paul 
during the decade prior to 1930 was low. Prob- 
ably many cases diagnosed as meningismus dur- 
ing this period were in reality nonparalytic polio- 
myelitis. 

Figure 1 illustrates the incidence of poliomyelitis 
at Ancker Hospital from 1931 to 1951, with a high 
level of 189 cases admitted to the hospital during 
1931. During this same year there were 220 cases 
reported in the City of Saint Paul, which at that 
time had a population of 270,000; that is .08 per 
cent or almost one case per 1,000 population. 
During the next five years the incidence was low. 
Beginning with 1937, the increase of poliomyelitis 
occurred almost biennially, attaining a very high 
level of 284 cases admitted to Ancker Hospital 
in 1946, followed by a gradual decline to sixty- 
six cases in 1951. 

During 1946 there were actually 316 cases 
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cared for at Ancker ; however, thirty-two of these 
cases were transfers from the University Hos- 
pital and were, therefore, not included in the 
study. There were 251 cases reported from with- 
in the city, the population being about 300,000, 
with an incidence of .08 per cent or practically 
one case per 1,000 persons. It is interesting that 
both 1931 and 1946 experienced major epidemics 
with an equal attack rate of almost one person per 
1,000 population. Also in 1931, thirty-one report- 
ed city cases (14 per cent) were not hospitalized 
but cared for in the homes. On the other hand, 
in 1946 there were thirty-three more cases admit- 
ted to the hospital than reported within the city, 
with no patients cared for in their homes. 

Table II shows the yearly case incidence with 
a total of 1,176 cases. The second column shows 
the yearly incidence of paralytic cases, with a 
total number of 435 paralytics (37 per cent of the 
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total group). The third column shows the yearly 
number of bulbar cases, with a total of 154 bul- 
bars (13 per cent of the total group). There 
were sixty-five total deaths (5.5 per cent death 
rate of the entire group). 


REVIEW OF POLIOMYELITIS—HEDENSTROM 


was used, corroborated previous opinion that con- 


valescent serum is of no value. 
The physical care from 1931 through 1939 


was patterned from Durand Hospital, Chicago, 


Illinois, where Miss Birgit Tofte, supervisor of 


TABLE II. POLIOMYELITIS, ANCKER HOSPITAL, 1931-1951 






































| 
Year Total Cases Paralytic | Bulbar Deaths 

1931 189 56 34.0% | 25 13.2% 14 | 7.4% 
1932 11 4 36.3% | 1 9.0%, 1 9.0%, 
1933 11 6 54.5% | 1 9.0% | o | 
1934 10 4 40.0% | 1 | 10.0% 1 10.0% 
1935 9 2 22:0% | oO o | 
1936 1 1 | 100.0% 0 0 
1937 78 22 | 28.2% | 7 8.9% | 2 | 2.5% 
1938 3 1 33.3% | 0 | 0 
1939 45 | 22 47.77, 3 6.6% | 3 6.6% 
1940 12 | 4 33.3% 0 0 | 
1941 99 35 36.2% 7 7.0% 4 4.0% 
1942 5 | 4 80.0% 0 0 
1943 24 | 8 33.3% 2 | 4.1% | 0 
1944 99 36 36.3% 12 12.1% | 3 3.3%; 
1945 | 15 5 33.3% 3 20.0% | 0 
1946 284 | 107 34.1% 58 | 13.3% | 20 7.0% 
1947 20 | 12 55.5%, 1 | 5.0% | 0 | 
1948 96 38 40.1% | 4 4.1% | 3 3.1% 
1949 82 | 33 40.2% | 21 | 25.6% 9 10.9% 
1950 17 | 6 40.0%, 1 | 5.9% | 1 3.9% 
1951 | 66 | 29 43.9% 7 | 100.6% | 5 7.6% 

1176 | 435 37.0% 154 | | 13.0% 65 5. 5% 

lhe correlation of the bulbar cases in 1931 and contagion, formerly worked under Dr. Weaver 


1946 is noteworthy. There occurred twenty-five 
(13 per cent) bulbars in 1931, with a 48 per cent 
death rate, and fifty-eight (13 per cent) bulbars 
in 1946, with a 34.5 per cent death rate. Ancker 
Hospital operated without a respirator until Sep- 
tember 17, 1931, when the first Drinker respirator 
was acquired. This fact in all probability accounts 
for the high 1931 bulbar respiratory mortality. 
A second respirator was acquired in 1933 and a 
third in 1938. During the 1946 epidemic twelve 
respirators were in operation, probably a factor 
in the lower mortality. 

The most singular feature of the 1931 epidemic 
was the high incidence of severe meningeal symp- 
toms characterized by marked neck and back 
rigidity with opisthotonos. Ordinarily high cell 
counts are not common, but in 1931 we observed 
a number of counts up to 1,500 cells. 

Following the work of Aycock and Luther, 
convalescent serum was used in 1931. It was im- 
possible to use control cases because the public 
demanded the serum produced at the University 
of Minnesota. Convalescent serum was common- 
ly administered in doses of 40 cc. intramuscularly 
and continued to be used until 1937 when it was 
generally conceded to be of little value. The 
identical incidence of paralytics and death rates 
in 1931, when convalescent serum was used 
routinely, and 1946, when no convalescent serum 
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and Dr. Parks. All patients were placed on flat 
polio beds. Chicken wire basket-like splints lined 
with cotton were used to maintain warmth, pro- 
tect the feet from the weight of the bed clothes, 
and to control deformity. Hot wet towels were 
wrung out and applied to the extremities to re- 
lieve painful muscles. When able to be moved, 
the patients were given hot saline tub baths and 
hammock baths. The bulbar patients were treated 
with postural drainage, elevating the foot of the 
bed, and suction of the pooled throat secretions. 
Oral feeding was withheld and intravenous fluids 
were used to prevent dehydration until the secre- 
tion was controlled. Early physiotherapy, that 
is, passive manipulation, was not used. At the 
end of three or four weeks, the paralytics were 
transferred to Gillette Hospital for physiotherapy 
and orthopedic care. By 1940, Ancker Hospital 
adopted the hot packs and early physiotherapy 
sponsored by Sister Elizabeth Kenny. This has 
since become established procedure on the polio- 
myelitis service. 

By 1944 and 1946 there occurred an increasing 
amount of radio and newspaper publicity; even 
polio pamphlets were distributed from house to 
house. This, in all probability, contributed or in- 
duced an attitude of fright on the part of the laity 
not observed in previous epidemics. Patients came 


(Continued on Page 852) 
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IMMUNIZATION DURING THE FIRST YEAR 


GEORGE B. LOGAN, M.D. 
Rochester, Minnesota 


P REVENTION of disease is as important a 

function of medical practice as is the treat- 
ment of disease. Many infectious diseases can be 
prevented by proper immunization procedures. 
Since children are susceptible to many of these 
diseases during the first year of life, it would ap- 
pear wise to institute effective prophylactic meas- 
ures at the earliest possible age. 

No immunization schedule yet proposed has 
been universally accepted, and no schedule exists 
that should not be re-evaluated every few years 
in the light of new knowledge. 

Before | discuss the table of immunization that 
was approved in 1951 by the Minnesota State 
Medical Association and distributed by the Min- 
nesota Department of Health, it might be wise to 
make some comments about methods of adminis- 
tration and some contraindications to the proce- 
dures. 

Autoclaved needles and syringes preferably 
should be used. If this is not possible, then such 
equipment should be boiled for at least ten min- 
utes. The skin of the infant should always be 
carefully cleansed at the site of the injection. 
Likewise, the rubber stopper of the vial contain- 
ing the antigen should be disinfected. 

Preparations that contain alum or aluminum 
hydroxide should be injected intramuscularly. 
This greatly reduces the 
abscesses after immunization. Fluid toxoids and 


incidence of sterile 


vaccines that are suspended in saline solution can 
and should be administered subcutaneously. 
Infants should not be given immunizing in- 
jections when they have any acute infectious dis- 
ease. Current opinion suggests that it is wise to 
omit routine administration of a wide variety of 
antigens whenever acute anterior poliomyelitis 
is present in the community. The actual necessity 
for this step has not been proved as yet. The 
Committee on Immunization and Therapeutic Pro- 
cedures for Acute Infectious Diseases of the 
American Academy of Pediatrics in a recent re- 
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Part of a round-table discussion at the meeting of the 
Minnesota State Medical Association, Minneapolis, Min- 
nesota, May 27, 1952. 

From the Section on Pediatrics, Mayo Clinic, Roches- 
ter, Minnesota. 


SepremBeER, 1952 


port? stated: “The information (published and 
unpublished) which is available at present is in- 
sufficient to conclude whether or not injections 
of vaccine and/or toxoid and also possibly small- 
pox vaccination predispose to paralytic poliomyeli- 
tis .. .. It is recommended that immunization 
procedures be not discontinued on a_ seasonal 
basis in anticipation of an epidemic. When, how- 
ever, an outbreak of poliomyelitis of considerable 
proportion occurs in one’s community, then elec- 
tive immunization procedures in individuals over 
the age of six months should be deferred.” If 
outbreaks of any of the diseases against which 
prophylactic preparations are available, such as 
diphtheria, coexist with an outbreak of poliomye- 
litis, then immunization procedures cease to be 
elective and should be given. The committee 
further stated, ‘ “Wound boosters’ of tetanus tox- 
oid following wounding should never be deferred 
even in contacts to poliomyelitis cases... . This 
committee has advised that primary immunization 
against diphtheria, pertussis and tetanus be com- 
menced with combined antigens at three months 
of age. It is, therefore, generally possible to finish 
the job and also to include smallpox vaccination 
Because of the 
rarity of infantile paralysis in infants under six 


before the age of six months. 


months of age, it is recommended that these 
procedures be followed regardless of the presence 
of an outbreak of poliomyelitis in the community.” 
Similar recommendations recently have been made 
at a conference sponsored by the United States 
Public Health Service and participated in by the 
National Foundation for Infantile Paralysis.‘ 
When immunization is planned for a child who 
has a history of previous febrile convulsions, it 
is perhaps best to give fractional doses of antigen, 
beginning with 0.1 cc.'. Some physicians routine- 
ly administer acetylsalicylic acid in a dose of 1 
grain (65 mg.) per year of age every four hours 
for a day or two after immunizing injections. 
It is always wise to question the mother in re- 
gard to the occurrence of any febrile, convulsive, 
local or other reaction to the previous injection 
when the child is brought in for the second and 
subsequent injections. If a convulsion or severe 
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reaction has occurred, subsequent injections 
should be postponed for at least a year. Then I 
would favor omission of the pertussis antigen. A 
number of cases have been reported*® in which an 
encephalitic type of reaction followed an injection 
of pertussis antigen in twenty minutes to seventy- 
two hours. In some of these infants the reaction, 
manifested by fever, drowsiness and convulsions, 
was observed after the first injection. Only six of 
the fifteen infants observed by Byers and Moll® 
made a satisfactory recovery after such reactions. 

Only one such reaction has been observed 
among the children immunized in Rochester. 
However, children have been seen at the Mayo 
Clinic who have a neurologic disturbance that 
apparently resulted from the administration of 
pertussis vaccine elsewhere. Instances of this 
type of neurologic reaction have been reported 
following the use of plain pertussis vaccine or 
its combination ,with diphtheria and tetanus tox- 
oids in either fluid or alum-precipitated form. No 
single brand or type of vaccine apparently is im- 
plicated more than others. There is some ques- 
tion whether recently manufactured and “unaged” 
vaccine may have been responsible for the re- 
actions.* 

The interval betwen injections of the combined 
immunization preparation (alum-precipitated diph- 
theria toxoid and tetanus toxoid with pertussis 
vaccine) should be not less than a month and 
probably not more than three months. If, how- 
ever, for any reason it is necessary to post- 
pone the second or third injections for as long as 
six months, there probably will be no interfer- 
ence with the development of an adequate final 
immunity. 

Because of the danger of generalized vaccinia, 
smallpox vaccination should not be done if the 
child has eczema. 


TABLE I. SUGGESTED IMMUNIZATION PROCEDURES 





Suggested Procedure for the Infant and 


Disease Preschool Child 





Smallpox Vaccinate between 3 and 12 months of age, 
This may be done when the last dose of diph- 


theria toxoid is administered. 


Com- Use, alum-precipitated diphtheria and tetanus 

bined toxoids, plus pertussis vaccine. Start at 3 
months of age. Give 3 doses at intervals of 
one month. Give a booster dose at 11% to 2 
years of age. 


Diphtheria 


Pertussis 
Tetanus 


Pertussis Use pertussis vaccine. Give 3 doses at inter. 
vals of one month, beginning at 3 or 4 months 
of age. Give a booster dose at 1% to 2 years 
of age and again at 3% years of age. 
Diphtheria Use alum-precipitated toxoid. Give 2 doses at 
monthly intervals beginning anytime between 
3 months and 1 year of age. Preferably start 
at 3 to 6 months of age. When fluid toxoid 
is used, give 3 doses at monthly intervals, 
In private practice do a Schick test six 
months iater. 


Use alum-precipitated toxoid. Give 2 doses 
at intervals of one month, starting between 
3 months and 1 year of age. Give a booster 
dose at 1% to 2 years of age. 


Tetanus 





Table I lists the recommended doses and time 
of administration for immunizations during in- 
fancy and the preschool period as given in the 
currently available table of immunization of the 
Minnesota State Medical Association. 

It is hoped that in the future a satisfactory 
method will be found to ensure that each child 


or his parents know what immunization proce- 
dures he has had. 
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“HOW SICK IS SOCIALIZED MEDICINE?” 


This is the title of an excellent article by the noted 
economist, Melchior Palyi, which appeared in the June 
16 issue of The Freeman magazine. 

After surveying Britain’s national health scheme, Mr. 
Palyi found that its results were the depressing opposite 
of its glowing prom’‘ses. 

He found, for example, that less than three years after 
the program became law in Britain, 553,577 people were 
on the waiting list for hospital beds; many of the men- 
tally deficient and the helpless aged are left without in- 
stitutional care to shift for themselves; the costs of 
governmentalized medicine have almost trebled in four 
years to more than 10 per cent of the over-inflated na- 
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tional budget; the someth’ng-for-nothing Utopia, ad- 
vertised world-wide, is now in a slow retreat; the people 
actually pay for what they get “free”; socialism or no 
socialism, “first class” treatment is open primarily to 
those who can afford to pay; fewer than 20,000 general 
practitioners carry the main burden of medical care tor 
more than 45,000,000 people, and there is no progress at 
all in industrial medicine. 


Mr. Palyi’s article is out in reprint form. Copies at 
$7 a hundred or $60 a thousand may be obtained from 
The Freeman, Dept. PB, 240 Madison Ave., New York 
16, N. Y.—A.M.A. Secretary's Letter, August 18, 1952. 
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PRACTICAL NURSES AND HOMEMAKERS FOR RURAL MINNESOTA 


KATHARINE DENSFORD, R.N., J. O. CHRISTIANSON, D.Sc., and 
EUGENIA TAYLOR, R.N. 
University of Minnesota 


HE first of April this year a group of young 
women found their places as licensed practical 
nurses assisting in the health care of the people 
of rural Minnesota. These young women are 
graduates of the second class of the program com- 
bining preparation in practical nursing and home 
management which is offered jointly by the 
School of Agriculture and School of Nursing of 
the University of Minnesota. 

The University of Minnesota School of Nurs- 
ing and the School of Agriculture, functioning in 
a state predominantly rural, have special interest 
in meeting the health needs of rural communities. 
For many years, both schools have considered 
plans for meeting the continued need for nonpro- 
fessional nursing care in these areas and in July, 
1949, were able to offer jointly the first program 
in the United States which combined preparation 
in home management and practical nursing. 

The School of Nursing had previously estab- 
lished (1947) a four-quarter program in practical 
nursing. The School of Agriculture had for some 
time offered a program in home management, in- 
cluding home nursing. 

Following many conferences, a special joint 
committee of the faculties of both schools worked 
out a new six-quarter program in home manage- 
ment and practical nursing which, after approval 
by both faculties, was initiated on a trial basis in 
the fall quarter, 1949, 


Purpose-—The purpose is dual, to prepare 
young people as practical nurses and as home- 
makers. Significantly, the program aims at sup- 
plementing professional nursing and home care at 
a point of tremendous need, the rural community. 
Specifically, it aims at preparing practical nurses 
who are qualified to function in rural health pro- 
grams with special emphasis upon home manage- 
ment. Graduates of the program are equipped to 
assist in the care of the il! in hospitals, in other 

Miss Densford is director of the School of Nursing; 
Dr. Christianson is superintendent of the School of Agri- 
culture and director of Agricultural Short Courses, and 
Miss Taylor is an instructor in the School of Nursing, 
University of Minnesoia. 
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similar institutions, in health agencies, and in 
homes. They are also fitted for intelligent active 
participation in community living. 


Advisory Committees.—Two types of advisory 
committees function in the program. The first of 
these is a state committee. Its members are rep- 
resentatives of many interested groups in the 
state as well as of the geographical areas of the 
state. Current membership includes the follow- 
ing representatives: Dr. J. O. Christianson, su- 
perintendent of the School of Agriculture; Miss 
Katharine Densford, director, School of Nursing; 
Miss Margery Low, instructor, School of Nurs- 
ing; Miss Eugenia Taylor, instructor, School of 
Nursing; Miss Ella Rose, professor, School of 
Home Economics; Miss Rena Boyle, School of 
Nursing; Miss Dagmar Johnson, advisory public 
health nurse, District 8, Little Falls; Miss Beth 
Proper, West Concord, Grange Youth; Mrs. 
Lewis Minion, Bingham Lake, Farm Bureau; 
Miss Aura Keever, supervisor of Home Econom- 
ics Education, State Department of Education, St. 
Paul; Miss Dorothy Simmons, State Home Dem- 
onstration Miss Adeline Marschall, 
Minnesota Licensed Practical Nurses Associa- 
tion; Mrs. Myron Clark, Stewartville, School of 
Agriculture Alumnae; Miss Madell Motsiff, Su- 
perintendent, Wesley Hospital, Wadena; Miss 
Amy Gunderson, Superintendent, Swift County- 
Benson Hospital, Benson; Mrs. Clinton Harold- 
Union; Mrs. N. E. 
Quam, Ebenezer Home for Aged, Minneapolis. 

The functions of this state advisory committee 
are to understand the aims of the program, to aid 
in guiding and strengthening the program, to 
interpret the program to the public, and to assist 
statewide developing 


Leader ; 


son, Renville, Farmers’ 


on a basis in clinical 
facilities. 

The second type of advisory committee is local. 
Its membership includes representatives from the 
local hospital, medical staff, trustees of the hospi- 
tal, public health agencies, farm groups, local 
schools and colleges, and other interested groups. 
Its functions stem from the purposes of the state 
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Fig. 1. 


Practice in meal preparation. 


committee and are of special significance since it 
is the local advisory committee which provides 
community leadership for developing each center 
for student experience. The community involved 
in providing the rural experience for the students 
actually participates in the planning of the pro- 
gram. By so doing it stimulates as well as dem- 
onstrates the community’s participation in meeet- 
ing its own health and social needs. 

In the summer of 1951, the advisory commit- 
tees of Benson, under the chairmanship of Mrs. 
Don Perrzo, and of Wadena, with Mrs. James 
Harding, New York Mills, as chairman, did out- 
standing work in planning and arranging for stu- 
dents to become a part of the communities in 
which they had their rural experience. This was 
accomplished by taking the students on tours of 
nearby towns, of industries and of other points 
of interest and by inviting them to participate in 
social events and local organization activities. 
Frequently, also the students were guests in indi- 
vidual homes. 


Faculty.—Already well established on a state- 
wide basis was a plan of rural nursing for pro- 
fessional nursing students directed and co-ordi- 
nated by a faculty member of the University of 
Minnesota School of Nursing. This co-ordinator 
was therefore utilized for developing the rural 
aspects of the new home management and practi- 
cal nursing curriculum. In addition to this co- 
ordinator, a special well-qualified instructor was 
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appointed to carry major responsibility for in- 
struction, including supervised practice of stu- 
dents in the actual care of patients. Also, each 
rural hospital in a rural community to which the 
students are assigned for a quarter of rural nurs- 
ing experience provides a full-time qualified in- 
structor. The university instructor accompanies 





Fig. 2. Caring for a new baby in a rural hospital 


the students to the rural communities. She works 
closely with each local instructor in teaching and 
supervising the student and in planning for stu- 
dent participation in community activities. 


Curriculum.—The curriculum is so planned as 
to utilize to best advantage the facilities of both 
schools to accomplish the dual purpose. Thus, 
during the first quarter, the student attends such 
classes as elementary bacteriology, psychology, 
physiology, home management, and science ap- 
plied to the home. Through campus activities, in- 
cluding the student practical nurse club, she be- 
comes acquainted with the possibilities of her 
role as a future practical nurse, homemaker and 
citizen. In the second quarter the student con- 
tinues courses in the home economics field, nutri- 
tion, meal preparation and child care. In the lat- 
ter subject, the student has actual experience in 
observing and caring for children in selected 
homes near campus. Also in the second quarter 
the student begins classes in practical nursing 
with carefully selected and supervised experience 
in the University Hospitals. Here, too, she learns 
to function effectively as a member of the nursing 
team. The third quarter is devoted full time to 
classes and supervised experience in care of 
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Fig. 3. Nursing instruction in the care of the patient. 


general adult patients and children in the Uni- 
versity Hospitals. The fourth quarter is spent in 
a selected typical rural community which has a 
thirty-five to fifty-bed general hospital and a well- 
organized public health nursing service. During 
this time the student continues with practical 
nursing classes and clinical experiences particu- 
larly in the care of the mother and newborn and 
in the care of the general medical and surgical 
patient found in a small general hospital. The stu- 
dent accompanies the public health nurse on visits 
whereby she becomes acquainted with the methods 
and facilities for meeting health needs in a rural 
community. By field trips and by actual partici- 
pation in various community activities she ac- 
quires a further understanding of the practical 
nurse’s role in community life and rural health. 
The student usually has opportunity to go into 
the home of a new mother and baby for whom 
she has cared in the hospital and with the super- 
vision of the public health nurse to assist the 
mother with the home care. 


The fifth quarter the student returns to classes 
on both campuses. At the University Hospitals 
she completes her clinical experience in care of 
patients with special conditions, care of the sick 
child, assisting in the team care of the more acute- 
ly ill patient. At a selected nursing home she 
cares, during a two-week period, for geriatric 
patients and assists in planning for the recrea- 
tional and other needs of the elderly person. In 
the sixth and last quarter of the program, the 
student carries general education classes, rural so- 
ciology, rural sanitation, advanced home econom- 
ies, Red Cross first aid, and electives such as busi- 
ness courses and music. 
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Selection—Students must have desirable per- 
sonal qualifications, be at least seventeen years of 
age and preferably high school graduates. Those 
who are not high school graduates may be admit- 
ted on an individual basis and may require more 
time to complete the course. All students must 
pass an entrance Health Service examination. 


Maintenance.—Throughout this program the 
student is responsible for her own maintenance as 
are other university students. She may live in a 
dormitory while on campus and in an approved 
home while in the rural area, providing her own 
maintenance makes possible clinical assignment of 
the student according to her educational needs. 
The hours of clinical experience are supervised to 
insure the student optimum learning and are 
scheduled within the regular school day and 
week. This schedule affords the student free time 
to seek part-time employment to earn part of her 
expenses, as do other students on campus, or to 
participate in recreational, social and educational 
activities. This type of planning also contributes 
to the student’s development of independence, 
maturity, and ability to function in community 
living which should aid her adjustment in future 
positions. 


Uniforms.—The student uniform is a gay yel- 
low with matching cap, worn with white apron, 
stockings and white shoes. 


Rural Areas.—The rural areas which have par- 
ticipated in the program in the initial stages are 
Wadena, Stillwater, Glencoe and Benson. Wesley 
Hospital and the community of Wadena and 
Swift County-Benson Hospital and Benson are 
being utilized in the program at present. Addi- 
tional areas will be used as the enrollment 
warrants. 


Employment Opportunities—Upon completion 
of this accredited program, these young women 
are cligible to take the state board examination 
for licensure as practical nurses and may seek 
employment in homes, hospitals and other health 
agencies. Of the first group to graduate all ex- 
cept two were employed in hospitals, with a ma- 
jority in rural hospitals, including Bemidji, 
Crookston, Mankato, Wadena, Blue Earth, Slay- 
ton, and Worthington. One is doing private 
nursing in homes, and one has married but is con- 

(Continued on Page 871) 
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GENERAL ASPECTS OF ECZEMA 


FREDERIC T. BECKER, M.D. 
Duluth, Minnesota 


CZEMA is a hypersensitivity or hyperirritabil- 

ity of the skin either inherited or acquired. 

It consists of numerous components which express 

themselves on the skin as erythema, papules, 

vesicles, weeping, crusting, scaling and thickening 
with frequent paroxysms of severe pruritus. 

Nearly all eczematous eruptions are internal in 

origin but some extrinsic factors may produce ag- 

gravations. In considering the etiology of eczema 
the following factors are to be considered: 


1. The hereditary predisposition is present in 
nearly 50 per cent of cases either in the form of 
eczema or another allergic diathesis such as hay 
fever, vasomotor rhinitis, asthma, urticaria or 
migraine. 

2. An individual born with a dry or ichthyotic 
skin is more prone to develop irritation especially 
from soap and water and in cold weather. The 
eruption is accentuated about the posterior aspect 
of the arms and anterior surface of the legs where 
large scaly flakes of skin are evident. Those show- 
ing follicular hyperkeratosis about the elbow and 
knees (nutmeg-grater appearance) seem to be 
helped by large doses of Vitamin A (100 to 200 
thousand units per day). Limited bathing of the 
trunk and extremities using super-fatted soaps 
and frequent applications of vegetable oils or 
hydrophilic petrolatum are beneficial. 

3. Orange red, yellowish, greasy scaled erup- 
tions which develop on the so-called seborrheic 
areas (scalp, face, neck, ears, center of chest, back 
and perineum) are evidence of seborrheic eczema. 
These individuals are prone to have oily skin with 
a shiny nose and numerous comedones about the 
face, back and chest. In infants the eruptions 
start in the scalp, face and diaper area. However, 
it can become generalized. The child is usually 
overweight and is pale and pasty in appearance. 
The underlying factors in the development of 
seborrheic eczema are fatigue, nervous tension and 
excessive intake of fatty foods, chocolate and 


From the Department of Dermatology, The Duluth 
Clinic, Duluth, Minnesota. Presented in the Symposium 
on Eczema at the annual meeting of the Minnesota State 
Medical Association, Minneapolis, Minnesota, May 28, 
1952. 
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vegetable oils. The skin frequently is aggravated 
by bacterial invasion. 

4. Certain eczematoid eruptions have their 
origin around bacterial infections such as fur- 
uncles, impetigo, draining purulent sinus tracts 
and intertriginous fissures. The skin becomes 
sensitized to the bacterial products and the erup- 
tion is frequently abetted by an irritation from 
locally applied medicaments. The dermatitis is 
erythematous with easily removed crusts under 
which either a serous or pustular discharge is 
present. The history of beginning about a local- 
ized pyogenic focus is indicative of this type. An- 
other dermatosis of a less inflammatory nature 
may be the result of skin irritability from a fun- 
gus infection which is usually either interdigital or 
in other moist folds of the body. Absorption may 
also be hematogenous, producing vesicular or 
pustular “id” eruptions which have a predilection 
for the palms and soles but may become general- 
ized. The diagnosis is made by the history, the 
presence of an eczematoid or vesicular eruption 
with evidence of a primary pyogenic or mycotic 
focus. Similar eruptions may result from the ir- 
ritation and infection induced by scratching. 

5. The effect of focal infection on cutaneous 
eruptions has been a controversial issue, the chief 
supporter having been Andrews’. Some recalci- 
trant pustular eruption of the palms and soles 
have been improved by removal of abscessed teeth 
or diseased tonsils and by alleviation of urinary 
tract infections. There is little doubt that any 
chronic infection which lowers an individual’s re- 
serve vitality is sufficient to keep an irritable skin 
in a state of unrest. 

6. The allergic diathesis of chronic eczema is 
an important etiologic factor. Unfortunately skin 
tests are both unreliable and faulty except in in- 
halant sensitivities. A careful history eliciting 
periods of seasonal exacerbation, unusual contacts 
and recent ingestants, and the use of elimination 
diets are more profitable to the patient than hun- 
dreds of needle punctures. 

In eczematoid processes believed to be allergic 
in origin it has been beneficial to place the in- 
dividual in as ideal surroundings as possible ; an 
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air conditioned room in the hospital or a bare 
uncarpeted room with all radiation sealed off and 
40 per cent humidity. No contact with feathers, 
wool or silk is allowed and a diet eliminating the 
commonest allergens (chocolate, nuts, pork, eggs, 
sea foods, tomatoes, citrus fruits, wheat and milk) 
is provided. If there is no improvement in five 
days the elimination diets of Flood* or Rowe® are 
used. 

7. Especially since the publications of Stokes? 
and Becker? the emotional or psychogenic factors 
as the principle underlying mechanism in eczema 
have received the attention of numerous investi- 
gators. Williams™ found that in 33 patients with 
infantile eczema he was able to improve two 
thirds of them by bland therapy and directing his 
treatment to relieving the mother’s anxiety and 
tension. Obermayer’ performed projective tests 
(Rorschach, word association, etc.) and found 
evidence of compulsive obsessive characteristics 
and frequent hysterical trends in a fair number 
of patients with eczematoid eruptions. They also 
were prone to have internal hostility especially 
against themselves and were apt to bottle up their 
emotions. 

Sternberg’? found evidence of a normal func- 
tioning pituitary adrenocortical system in eczema- 
tous individuals but a failure of these persons to 
show the normal stress reaction following expo- 
sure to heat and humidity. Lobitz® has also found 
that these hypersensitive persons show an ab- 
normal response to intradermal acetylcholine as 
indicated by an initial vasodilation followed by 
vasoconstriction. 

It has been my opinion that environmental cir- 
cumstances leading to frustration, anxiety and ten- 
sion states have been the most important con- 
tributory factors. Prominent in this category have 
been adverse home situations such as living with 
in-laws, an alcoholic spouse, or carrying on two or 
three jobs. Emotional tension is also a large fac- 
tor. For example, I have seen many aggravations 
occur during the exciting period of a regional 
basketball play-off when games are played several 
nights in sequence. 

The inéreasing incidence of functional dis- 
ease has been thought by many to be due to the 
rapid tempo of present day life, the trying circum- 
stances of repeated wars, the world unrest and 
the constant striving to acquire material posses- 
sions. Studies at the University of Chicago* 
showed the incidence of neurodermatitis to be 
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highest in the third decade, and that these patients’ 
metabolic rates tended to be low but thyroid medi- 
cation was ineffective. Other incidental findings 
in these persons with functional dermatoses are 
easy fatigability, increased irritability and cyclic 
personalities (easy elation to quick periods of de- 
pression). Frequently other functional diseases 
were found associated, such as gastric hyper- 
motility, irritable bowel syndrome, migraine head- 
ache, functional low back pain and perennial 
vasomotor rhinitis. A great deal of unrest was 
evident even in early childhood; refusing to nap, 
somnambulism, profuse head sweating, awakening 
and crying without cause. 
exacerbations have been the first 18 months of 
life, the initial school years, at the change to high 
school and the third decade with all its early strug- 
gles of employment and family responsibility. 
These individuals do not have the normal sense of 
fatigue and consequently are unaware of becoming 
exhausted. They are always hyperactive and hy- 
perkinetic but also are extremely hypersensitive 
and become unduly upset over trivial things. They 
tend to be impatient, intolerant, and conscientious 
yet they have spells of dreaming and brooding. 
The Chicago group® utilizing social service in- 
vestigators in 100 of these patients found as 
etiologic factors: family incompatibility 24 per 
cent ; sexual maladjustment 20 per cent ; living cir- 
cumstances (in-laws, neighbors, etc.) 12 per cent; 
economic insecurity 8 per cent; excessive fatigue 
(long working hours, two jobs) 8 per cent and 
no apparent cause in 28 per cent. 

Obviously, in the management of these in- 
dividuals, attention must be drawn to eliciting the 
cause. This may take several interviews to allow 
the patient to ventilate his discomforts. A sym- 
pathetic and interested objectivity must be adopt- 
ed towards him. It is important to try to have 


Periods of greatest 


the patient gain insight into his illness by ex- 
planations in such simple terms as a “very sensi- 


tive and irritable skin,” to be aware of “inside 
tightening up, feelmgs of inner excitability” and 
“getting mad inside.” Secondly treatment directed 
to aiding the nervous exhaustion is important: a 
reduction in activity; a daily nap or midday re- 
laxation aided by taking a generalized sunlight 
treatment. At first it may be necessary to utilize 
mild sedation in order to gain lessened tension 


and a comfortable sleep. Specific local therapy 


will be discussed later but wetpack applications 
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which keep the patient rested and occupied are 
the most helpful in the acute stages. 

Environmental factors in relationship to tem- 
perature and humidity have a large influence on 
skin eruptions. [Excessive heat and humidity are 
prone to have an adverse effect on the seborrheic 
dermatoses and also the dyshidrotic eruption of 
the palms and soles. Miliaria is a frequent com- 
plication and is not relieved until a cooler and 
more restful surrounding is obtained. Dry skin 
is likewise aggravated by the heat and dryness of 
artificially heated houses during the cold months 
and gains benefit from increased moisture. All 
eczematoid processes seem to be aided by climates 
which do not have rapid barometric fluctuations 
as these are prone to induce pruritic exacerbations 
in sensitive skins. 
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REVIEW OF POLIOMYELITIS AT ANCKER HOSPITAL 
FROM 1931 TO 1951 


(Continued from Page 844) 


directly to the receiving room for rule-out spinal 
punctures, whereas in 1931 suspect cases were 
first seen by personal physicians and referred to 
Ancker Hospital for rule-out study. There was 
observed a shift in the age group involved from 
a predominance of children affected in 1931 to a 
larger number of severe bulbar cases in young 
adults in 1946. 

During 1946 there were no tracheotomies per- 
formed. Subsequently eight bulbar patients had 
tracheotomies performed, with four deaths (a 50 
per cent mortality). This, of course, is too small 
a series to be of any value. 

All through the series there were patients ad- 
mitted as polio suspects who proved to have dis- 
eases of an entirely different nature. They were 
as follows: hysteria—4, epidemic meningitis—2, 
cerebral accident—1, mumps meningitis—1, lobar 


pneumonia with meningismus—2, infectious mon- 


onucleosis—1l, cerebrospastic disease—2, infec- 
tious jaundice—1, acute rheumatic fever—3, gas- 
troenteritis—3, acute angina—4, 
dysmenorrhea—l, tertiary lues—l, migraine 
headache—2; that is, in all, twenty-nine cases 
(2.4 per cent) were diseases other than polio- 


myelitis. 


nephritis—1, 
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Summary 

1. Major epidemics occurred in 1931 and 1946 
with an equal attack rate of .08 per cent or almost 
one person per 1000 population. 

2. In 1931, 14 per cent of patients reported in 
the city were not hospitalized but were cared for 
in the homes, while in 1946 all patients were hos- 
pitalized, with 12 per cent of patients admitted 
from outside the city limits. 

3. During 1931, convalescent serum was used 
on all patients; none was used in 1946, with an 
equal paralytic and mortality index, confirming 
previous experiences that convalescent serum is 
of no value. 

4. The high 48 per cent bulbar respiratory 
death rate in 1931 with one available respirator, 
in contrast to the lower 34.5 per cent death rate 
in 1946 when twelve respirators were available, is 
significant. 

5. The end results were the same during the 
first ten years when loose wire and cotton splints 
with hot baths were used compared to the last 
eleven years when hot packs and early physio- 
therapy were used. However, the Kenny method 
provided more comfort for the acutely ill per- 
son and is the method of choice. 
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THE EVALUATION OF FOOD ALLERGY IN THE CAUSE OF ECZEMA 


E. T. CEDER, M.D. 


Minneapolis, Minnesota 


HE ROLE of allergy in its application to the 

field of eczematous dermatoses has become 
a controversial subject. The term allergy is a 
phenomenon which has many facets—but its or- 
iginal definition was to explain a reaction between 
sensitizing agents and specific antibodies in an 
animal organism. It has taken on a broader view, 
however, to encompass and express many altered 
cellular activities. At least the public has the 
conception that it is of major importance in most 
diseases of the skin. They frequently ask, “Is it 
my diet?” or “Is it something I am eating?” 

It is a fact that many patients afflicted with 
chronic and recurrent eczema have an associated 
history of hay fever, asthma, or both, or have a 
high incidence of some in their family history. It 
could be deduced therefore that eczematous mani- 
festations in these individuals is unquestionably 
due to the same atopic faults. There are, however, 
probably an equal number of eczematous in- 
dividuals who lack any history of atopy in them- 
selves or their family history. 

An etiological and descriptive classification of 
the wide group of eczematous dermatoses has 
been presented by the previous essayist. It could 
be surmised that a given case of eczematous der- 
matitis which is not satisfied by the diagnostic 
criterion of being on a seborrheic or infectious 
basis would be candidates for an allergic work-up. 
Some would be satisfied by history and pattern 
to be due to epidermal irritants and therefore of 
contact extrinsic nature. This subject will be dis- 
cussed by another essayist in this panel. The re- 
maining groups that cannot be explained on these 
basis are likely to be either functional or allergic 
in cause; and these are difficult to discriminate 
morphologically. The functional type which may 
be due to a neuro-vascular dysfunction is usually 
responsive to dermatologic therapy. I would say, 
therefore, that the cases that are refractory to 
good dermatological therapy and continue to per- 


_ Read in the Symposium on Eczema at the annual meet- 
ing of the Minnesota State Medical Association, Minne- 
apolis, Minnesota, May 28, 1952. 

From the Division of Dermatology, University of 
Minnesota (H. E. Michelson, M.D., Director). 
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sist and repeatedly exacerbate at short intervals 
warrant an allergic study. 

The offending reactive substances usually are 
of protein nature and may be of contact, air- 
borne or alimentary in source. Skin tests have 
been the conventional diagnostic tool for their 
identification. The testing materials may be ap- 
plied by contact patch tests, intradermal or scratch 
technique. An immediate whealing reaction is in- 
terpreted to be a significant indication for their 
ability to produce cellular reactions in other organs 
of the body in that respective individual. 

In recent years, discriminating allergists and 
dermatologists have come to the conclusion that 
these methods have definite limitations and are 
apt to be fallacious. This is particularly true as 
regards the testing with ingestant food allergens. 
Their chief reasons for challenging. its validity 
are: 


1. That the whealing reaction produced by the 
intradermal injection of a food allergen is an 
urticarial reaction and does not represent the 
fundamental process of eczematoid dermatitis 
which is vesicular in nature. 

2. That atopic individuals possess a highly re- 
active skin and that an abnormaily high incidence 
of positive reactions will occur. The mere injec- 
tion of diluents representing controls often causes 
whealing reaction. This makes interpretation of 
all reactions somewhat equivocal. 


3. That attempts to reproduce or provoke the 
dermatitis by feeding the incriminated allergen 
during periods of freedom from the dermatitis 
have invariably failed. 

4. That the summer seasonal subsidence of 
eczema, as is frequently true in atopic dermatitis, 
cannot be explained on dietary relationships. 


Consequently, many therapists have abandoned 
skin testing as a method of evaluating the rdle 
of ingestants as an etiologic factor and have come 
to use elimination diets as a more reliable ap- 
proach. In other words, “the proof of the pud- 
ding is in the eating.” 
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The elimination diets can be of many types. 
The selection of the diet should be reasonably ex- 
clusive as the chance for success decreases as the 
number of foods allowed are increased. It is 
known that some foods are notorious reactors, 
e.g., wheat, eggs, pork, fish, cheese, tomatoes, and 
citrus fruits. Consequently, the basic diet should 
contain low allergenic foods. The diet should be 
of a palatability which will allow observance for 
a suitable period of time by those who are willing 
to co-operate. Rowe has suggested a system of 
group elimination, such as avoidance of cereals, 
fruit, vegetables and meat-free diets for trial 
periods. This is rather slow and requires a con- 
siderable period of time. I believe a more direct 
approach of ascertaining the dietary influence is 
by a basic diet containing a few palatable foods. 
For example: 


Beef broiled, roasted or boiled 

Potato baked, boiled or riced 

Rye Krisp 

Tea iced or hot 

Sauces cooked peach or pear 

Rice steamed or in beef stock obtained from the 


above boiled beef. 
Sugar and salt 


The daily menu must be made up from the 
above foods. I have found that it is satisfactory 
enough for reasonable adherence for the period of 
time necessary for clinical observations. It should 
be scrupulously observed for at least a period of 
ten to fourteen days as it requires this period of 
time for the eczematous process to subside and 
significant degree of healing to occur. If no im- 
provement of the dermatitis has occurred, then it 
may be concluded that the ingestants probably are 
not participating in the etiology. One may recheck 
on the possible reactivity of the above-mentioned 
foods by a similar period of a subsequent diet 
where they and all allied products are deleted. 

On the other hand, if considerable improvement 
of the dermatitis has occurred during the trial 
period of this diet, then the patient is instructed 
to add one simple food every two days. If an ex- 
acerbation of the eczematous dermatitis occurs, the 
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last added food and all similar foods are indicted 
and should be avoided for the time being. Nota- 
tion by listing is made by diary method as reac- 
tions occur. As the sequence of addition of com- 
mon foods are exhausted, the exotic and infre- 
quent ones may be tried. The order of adding 
foods depends on the patient and the physician. | 
believe it is a good plan to add wheat, butter and 
milk early in the diet as they are frequent and 
important supplements and make the diet easier to 
carry out. Some weight loss occurs from this diet 
because of its low carbohydrate content but this is 
not too objectionable. 

This type of diet enables one to evaluate the 
role of ingestants in a short period of time. On 
some occasions, we have been deceived by an 
improvement which was not related to dietary re- 
strictions and they were merely co-incidental and 
spontaneous. Co-incidence frequently enters into 
scientific studies. We have caught these by ex- 
tending the diet for another fourteen days. An 
exacerbation occurred in some instances in spite 
of strict adherence to the regime. This could 
easily occur in the functional types of eczema. 

Topical therapy, such as application of anti- 
pruritic lotions and mild ointments, may be used 
in conjunction with the diet to afford some relief 
of itching and to avoid aggravating scratching 
factors. This does not militate against the evalua- 
tion of the diet as all these patients have been 
selected as previously refractory to topical therapy. 

The question of other collaborating “X” fac- 
tors such as fatigue, trauma, emotional and psychic 
stress, thermal influence, mixing of foods, has 
been considered to serve as trigger mechanisms 
in provoking an allergic reaction. This is con- 
jectural and still unknown and is practically im- 
possible to evaluate. It has been apparent to the 
practitioner who treats large numbers of eczema- 
tous subjects that the great majority of the cases 
are neuro-vascular dysfunctions and that allergy 
plays a minor role. Recent reported studies, 
evaluated by employing elimination diets, quote 
an average incidence as 7 to 10 per cent. It is my 
experience, that they are relatively rare. 
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OCCUPATIONAL ASPECTS OF ECZEMA 


HAROLD G. RAVITS, M.D. 


Saint Paul, Minnesota 


HEN discussing the occupational aspects of 

eczema, the greatest emphasis should be 
placed on the preventive treatment. The respon- 
sibility here falls on the shoulders of the industrial 
concern, the physician, and the patient himself. 
Once the eczema has developed, the treatment is 
that directed against any type of eczema, either 
occupational or non-occupational. The treatment 
must be most carefully and closely supervised to 
prevent loss of time from work. It aims to keep 
the patient on the job during treatment, or if he 
must lose time, return him to his job as quickly 
as possible. Occupational eruptions account for 
60 per cent of industrial disease, excluding actual 
accidents. For this reason great emphasis must 
be placed on proper screening of workers, ade- 
quate safeguards and prophylaxis, and accurate 
diagnosis and treatment. 

The first step that should be taken is a careful 
pre-employment examination. The physician 
should eliminate prospective employes with der- 
matoses which might be aggravated by the type 
of employment; also the examiner should famil- 
iarize himself with the anatomic and physiologic 
variations in the skin which might predispose to 
occupational skin diseases. Workers with finely 
textured skin, as well as those with dry or senile 
skin, should not be employed where they contact 
strong primary irritants. Applicants who are 
light-sensitive (blondes and people with red hair 
and freckles) should not be hired in industries 
where they would contact petroleum products. 

Histories obtained from these people are impor- 
tant indicators. Individuals with atopic back- 
grounds, history of vasomotor instability (hyper- 
idrosis and dysidrosis), are more likely to develop 
an eczematous dermatitis of the exposed parts, 
especially if they are going to do wet work. In 
some industries, individuals who do not perspire 
freely are to be prefered, while in other industries 


From the Department of Dermatology and Syphilolo- 
gy, Ancker Hospital (Dr. John F. Madden, Director) and 
the Division of Dermatology and Syphilology, University 
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_ Read in the Symposium on Eczema at the annual meet- 
ing of the Minnesota State Medical Association, Minne- 
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a moist skin may be of advantage. Workers hav- 
ing thick oily skin withstand the action of fat sol- 
vents such as soaps, turpentine, naphtha, benzol, 
and carbon tetrachloride better than those with 
dry skin. Persons with a history of former skin 
sensitization should be refused employment where 
the work would entail contact with known sensi- 
tizers. Atopic individuals, especially those with 
hand eczemas, prove to be particularly susceptible 
to dermatitis when exposed to wet work, cleans- 
ers, or irritants.’ 

Anyone with a severe chronic dermatophytosis 
should not be employed until he is free from erup- 
tion. It is thought by some observers that these 
individuals are more likely to develop a contact 
dermatitis, an “id” eruption, and subsequent 
eczematization, 

Race and age are important factors to be con- 
sidered in certain job assignments. Dark-skinned 
people are less affected by exposure to light, heat 
and petroleum products. Senile skin reacts poorly 
to wet work. 

The prevention of industrial dermatoses is an 
important phase of the subject. Indications for 
preventive measures vary with each industry. The 
object of any preventive measure is to decrease to 
a minimum the number and length of harmful 
exposures. Aside from the precautions exercised 
by the management of an industrial plant, the 
worker should be required to maintain excellent 
body hygiene and to report promptly the first in- 
dications of the development of a cutaneous dis- 
ease. Hazards must be detected and eliminated by 
enclosures and making use of the most modern 
equipment. Mechanical devices should replace 
manual contacts; and where this is impossible, 
gloves should be worn; and when this cannot be 
done, protective liquids or creams should be tried. 
The latter must be selected with care because they 
can cause eruptions themselves. In some indus- 
trial processes, the workers may be required to 
wear protective clothing such as rubber gloves, 
impervious sleeves and aprons, masks and goggles. 
Where the irritant is a dust, greasy creams should 
not be used since these form an ointment with the 
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poisonous dust, resulting in a continuation of the 
exposure. Greaseless creams may be used as a 
protection against petroleum and lubricating oils. 
Frequent inspection, cleaning and repair of pro- 
tective clothing is essential. Proper ventilation 
and cleanliness of the workrooms is also important. 
Workers exposed to irritants should be taught to 
clean their skin thoroughly at the end of the day. 
Periodic instruction and inspection of the worker 
is always desirable. 

No new substance should be introduced into 
industrial processes until its possible effect on the 
workers has been thoroughly studied. 

The physician who is asked to rule on the oc- 
cupational or non-occupational nature of a pre- 
senting disability accepts considerable responsibil- 
ity. He must have a knowledge of industrial enti- 
ties, the general working conditions of the partic- 
ular plant, and the manufacturing processes in- 
volved. Then the doctor can determine if the pa- 
tient can be treated while still at work, or if he 
must be removed temporarily for proper care, or 
if he will have to change occupations, and how 
soon he can be returned to work. It is a common 
observation that different irritants provoke identi- 
cal cutaneous reactions. For example, the charac- 
teristics of an eczematous dermatitis caused by 
cutting oils do not differ from those of a derma- 
titis caused by synthetic resins. Industrial derma- 
toses cannot be differentiated by their appearance 
from other contact dermatoses caused by irritants 
in the patients’ home or outside sources. Conse- 
quently the causal agent cannot be determined by 
a consideration of the charactistics of the eruption. 

The treatment or management of industrial der- 
matitis or any contact dermatitis is divided into 
two parts: (1) the detection of the causal factors 
and the prevention of future contacts, and (2) 
symptomatic treatment for the relief of subjective 
symptoms and the cure of the eruption. The clin- 
ical characteristics and the mechanism of produc- 
tion of industrial dermatoses do not differ from 
contact dermatoses of non-industrial origin, Con- 
sequently the methods of investigation and the 
therapeutic indictations are identical with those 
for contact dermatitis in general. 

Occupational or contact eczema may be non- 
allergic or allergic in type. Non-allergic dermati- 
tis is caused by common irritants or substances 
which when applied to the skin in certain concen- 
trations for a sufficient length of time produce a 
dermatitis in all individuals. These agents include 
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strong soaps, acids, alkalis and solvents. The treat- 
ment of this type of dermatitis consists of prompt 
removal of the irritant, either by washing with 
water or a neutralizing solution. Later bland prep- 
arations should be used topically. In industrial al- 
lergic dermatitis the irritant or substance which 
produces the dermatitis is innocuous to the non- 
allergic employe. The dermatitis develops only 
after one or more contacts and often repeated con- 
tacts with the allergen. As previously mentioned, 
friction, heat, trauma, and excessive perspiration 
may be contributing factors. Some observers be- 
lieve that focal or systemic infections or a derma- 
tophytosis accompanied by a dermatophytid may 
increase an individual’s susceptibility to contact 
allergy. . 

The management and solution of a case of oc- 
cupational contact dermatitis of the allergic type 
is often very complex and difficult. Treatment of 
the eruption follows along simple dermatologic 
principles, but this alone is usually not sufficient. 
Although the dermatitis may disappear when the 
patient discontinues work, it recurs when he re- 
sumes work. A group of cases occur in which the 
primary dermatitis is followed by frequent re- 
lapses and finally by a chronic recalcitrant 
eczema, even after giving up employment. It is 
very often difficult in such cases to prove that the 
occupation and not the complication was the orig- 
inal disease. 

Two valuable procedures are necessary for the 
investigation of a case of allergic occupational or 
contact dermatitis. The most important is an ac- 
curate detailed history regarding occupational and 
non-occupational exposures, length of present em- 
ployment, previous employments, number of fel- 
low employes and the incidence of dermatitis 
among them. From the history and knowledge of 
the nature of the patient’s employment, clues are 
better obtained for further investigation by patch 
testing. The patch test must be performed by one 
who is familiar with the technique, precautions 
and interpretation of the test. A positive reaction 
indicates that the patient has an eczematous hy- 
persensitivity to the substance tested but does not 
necessarily prove that the substance is the cause 
of the patient’s eruption.2 A person who is sensi- 
tive to the material with which he works and can- 
not develop an immunity or “become hardened” 
to it should seek some other occupation. The ec- 
zema, if uncomplicated, should disappear when a 
worker is away from the substance which has 
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It is rare that cases of chronic incur- 
able eczema can be positively traced to an indus- 
trial irritant. 


caused it. 


Most cases of industrial dermatitis develop in 
new employes or in employes exposed to a new 
irritant and are usually mild in character. Such 
workers should not be taken off the job. It is 
much better to give them a protective ointment, 
protective clothing and let them continue to work. 
In general, workers who do not develop an im- 
munity should be taken off the job and placed in 
some other occupation if possible. 


of the hands can occur in 
varied occupational groups such as in housewives, 
barkeepers, bakers, printers, machinists, photog- 
raphers, et cetera. Recently there has been an 
increased frequency of occupational dermatoses 
in pharmaceutical workers, dentists, doctors, and 
nurses who are becoming sensitized to antibiotics. 
Poison ivy may also be an occupational as well as 
a recreational hazard. 


Trade “eczema” 


The chief therapeutic measures are directed 
toward preventing further injury to the skin. 
Itching is usually intense, and the trauma caused 
by scratching makes the dermatitis worse and is 
apt to produce or spread a secondary impetiginous 
infection. 

The injudicious use of soap and water, friction 
of rough, tightly fitting garments, and the use of 
irritating remedies are secondary irritants which 
often make the dermatitis worse and prolong 
healing. 


The successful treatment depends on the proper 
use of a few simple remedies in preference to com- 
plex preparations which have been advertised to 
the profession as possessing special merit because 
of some special ingredient or ointment base. An- 


esthetic drugs, mercury, picrates, resorcin, peni- 
cillin and the like possess strong allergenic prop- 
erties and should not be used in uncomplicated 
dermatoses. Sometimes the patient is already sen- 
sitive to these and other commonly used reme- 
dies. The first indication is to relieve itching and 
acute inflammation. The more active the derma- 
titis, the more bland the remedy should be. Sur- 
face evaporation should be increased by the ap- 
plication of wet dressings and evaporating lotions. 

In the presence of edema and vesiculation, wet 
dressings should be used. After the acute inflam- 
matory reaction has subsided, treatment should 
be changed to evaporating and protective lotions. 
If the dermatitis is subacute, bland ointments are 
indicated. Chronic occupational eczema does not 
respond so quickly and satisfactorily to mild topi- 
cal remedies. The skin is dry, thickened, scaly, 
and the pruritus is annoying; therefore, stimulat- 
ing antipruritic ointments are indicated. 


In summary, it may be said that occupational 
eczemas are in most cases contact dermatoses. 
They may be either a dermatitis due to primary 
irritants or a sensitization dermatitis. To a large 
extent these dermatoses are preventable, provid- 
ing all the scientific facts now available are utilized 
in co-ordinated co-operation by the employer, em- 
ploye, and physician. General principles for ther- 
apy are those for any eczema or dermatitis, either 
occupational or nonoccupational. 
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LASDON FOUNDATION MEDICAL RESEARCH GRANTS 


Grants for medical research totalling $264,424 have 
been appropriated for 1952 by the Lasdon Foundation, it 
has been announced by William S. Lasdon, Chairman of 
the Board. Mcre than a score of institutions here and 
abroad will share in the grants. 


One of the largest individual grants was awarded to 
the Rheumatic Fever Institute of Northwestern Univer- 
sity for studies on the influence of dietary factors and 
enzyme metabolism on the development and treatment 
of theumatic fever. Another large grant was given the 
University College, School of Medicine of Dublin, Ire- 
land, for chemotherapeutic research in the field of 
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tuberculosis, under the direction of Dr. 


Vincent C. 
Barry, an eminent authority in this field. 


The Foundation is a philanthropic organization estab- 
lished four years ago by the Lasdon brothers, William 
S., Milton S., Stanley S. and J. S., to support research 
exclusively in the fields of medicine and health, an 
interest stemming from the Lasdon family’s long affilia- 
tion with the pharmaceutical industry. The four Lasdon 
brothers -have been associated for many years in the 
Nepera Chemical Company, pharmaceutical manufactur- 
ers of Yonkers, New York. 


857 








THE TREATMENT OF ECZEMA 


ROBERT R. KIERLAND, M.D. 


Rochester, 


HE other papers in this symposium have 
dealt with the problems of contact and occu- 
pational dermatitis and the various other prob- 
lems of eczema including psychogenic factors and 
their handling, as well as the allergic approach 
and its use and limitations in the therapy of 
eczema. Hence, this paper will present the local 
management of eczema and systemic forms of 
therapy that have not been discussed by other 
participants in this symposium. 
Before the more or less specific measures are 
considered, it is well to recall two basic princi- 
ples of therapy: 


1. When in doubt as to treatment, always start 
with the mildest therapeutic measures. 

2. As long as one method or regimen of treat- 
ment is providing relief and producing improve- 
ment of the eczematous eruption, that method or 
regimen should be continued. 


Local Management 

The local management of eczematous dermatitis 
depends primarily on the morphologic pattern of 
lesions presented by the patient. For the acute 
form of eczema, that is, when exudation, vesicula- 
tion, formation of bullae, and crusting are present, 
wet dressings are the treatment of choice. If the 
area involved is not secondarily infected, dress- 
ings wet in a 1 to 16 dilution of Burow’s solution 
or a 0.5 per cent solution of aluminum subace- 
tate, or even saline solution, are indicated. If the 
eruption is secondarily infected, wet dressings of 
1 to 8,000 or 1 to 16,000 dilution of potassium 
permanganate, freshly prepared, or of Alibour 
solution, usually resolves the secondary infection 
so that other measures may be used subsequently. 
Wet dressings for dermatologic treatment are not 
impermeable, and the entire dressing should be 
changed every two or three hours. As the erup- 
tion becomes less acute, that is, as the active in- 
flammatory reaction and exudation subside, shake 
lotions, such as calamine lotion, may be applied 
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or the milder ointments such as plain Lassar’s 
paste, boric acid ointment or zinc oxide ointment 
may be used. If a shake lotion itself is too dry- 
ing, it may be thinly covered by a bland emollient. 
As the process then becomes more chronic, that 
is, if there is further resolution of the inflamma- 
tory reaction and the skin is lichenified and scaly, 
more stimulating preparations may be used as 
necessary, such as 3 per cent ichthyol in a base 
of zinc oxide ointment, or even tar preparations, 
to which may be added weak percentages of 
salicylic acid. The more stimulating preparations 
mentioned may be used in the initial treatment of 
chronic lichenified eczema of either atopic or con- 
tact origin. In addition to the wet dressings used 
for the secondarily infected lesions, antibiotics 
are of value. However, ointments containing 
penicillin or the sulfonamides are not advised be- 
cause of the high incidence of sensitizations, rath- 
er, preparations containing aureomycin, bacitracin, 
terramycin, or neomycin should be applied since 
these are less frequently sensitizing. 

In addition to the measures outlined, soothing 
baths of a colloidal nature frequently are benefi- 
cial and antipruritic, as well as contributing to 
the resolution of the inflammatory reaction. These 
baths may contain starch and soda, boiled oatmeal, 
or a prepared form of oatmeal, such as aveeno. 

If the pruritus is intense, occasionally oint- 
ments or shake lotions containing antihistamines 
are of some value. However, rather frequently 
sensitizations arise from their use, so that they 
should be used cautiously. More recently, quo- 
tane, either ointment or lotion, has produced ex- 
cellent results in the alleviation of pruritus with 
a low sensitizing index. 

Systemic Therapy 

Systemic therapy, aside from the essential 
measures mentioned in the other papers in this 
symposium, usually is not necessary except in 
cases in which eczema is resistant to local meas- 
ures. Antipruritic preparations, such as antihista- 
mines, may be given in an attempt to alleviate the 
pruritus. Aspirin is frequently an excellent anti- 
pruritic and may be given in doses of 10 grains 
(0.65 gm.) four or five times a day. Foreign 
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protein therapy is an excellent adjunct to other 
methods of therapy, both in the control of pru- 
ritus and in having a more specific effect on the 
inflammatory reaction of the skin. Autohemo- 
therapy is a mild form of foreign protein ther- 
apy and consists of the withdrawal of 8 to 10 cc. 
from the antecubital vein of the patient; this is 
injected immediately into one buttock. This pro- 
cedure may be repeated daily for a short period 
or two or three times a week for as long as two 
or three weeks. Other forms of foreign protein 
therapy include the intravenous use of triple ty- 
phoid vaccine, and the use of pyromen (a soluble 
pyrogen). Small subfebrile doses of pyromen, 
such as 1 or 2 gamma, administered subcuta- 
neously twice daily for seven to ten days have been 
advocated by some. However, my colleagues and 
I have had but little experience with this technique, 
and we consider when using pyromen that the 
febrile reaction better produces the results desired. 

While cortisone or corticotropin (ACTH) or 
both have been shown to be of definite value in the 
relief of inflammatory and pruritic symptoms of 


acute eczema of either contact or atopic origin, 


use of these hormones is contraindicated in the 
treatment of the usual eczematous individual. 
There is an almost immediate remission in the 
pruritus of atopic dermatitis followed shortly by 
improvement of the inflammatory phenomenon. 
However, these patients have a distinct tendency 
to become dependent on the hormone in order to 
obtain relief of their most distressing symptoms. 
Hence, it is sugested that use of these hormones 
for atopic dermatitis be restricted to those pa- 
tients whose condition is resistant to the other 
types of therapy. If it is necessary to use these 
hormones, it is suggested that they be given in 
short courses of therapy. They do not cure 
atopic dermatitis; there is almost always a re- 
lapse of the dermatitis within a short period after 
administration of corticotropin or cortisone is dis- 
continued and not infrequently the relapse is 
worse than the pretreatment state of dermatitis. 
In contact dermatitis cortisone and corticotropin 
(ACTH) again produce marked improvement, 
but it is suggested that these measures not be used 
in lieu of attempting to detect the contact irritant. 
If used, the use should be confined to the patient 
who has acute, rapidly progressive dermatitis with 
sensitization which cannot be controlled with the 
usual therapeutic measures. If given, cortisone 
should be given in full dosage for two or three 
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days and then the dose should be diminished rap- 
idly so that the total course of therapy probably 
does not last more than seven or ten days. 


Desensitization.—For contact dermatitis, at- 
tempts at desensitization for the most part have 
proved to be unsatisfactory. The natural process 
of “hardening” occurs frequently in industry and 
with greater frequency than is usually considered 
likely. However, for most nonindustrial types of 
contact dermatitis therapeutic attempts at desensi- 
tization have not proved too satisfactory. Desensi- 
tization affords improvement in the dermatitis or 
complete relief to no more than 15 or 20 per cent 
of the patients with ragweed dermatitis taking 
such treatment. The same controversial aspect 
appears in the literature concerning patients with 
repeated bouts of dermatitis venenata due to poi- 
son ivy. Recently there is evidence that an 
aqueous alum-precipitated pyridine extract may 
be of more value in the prevention and treatment 
of poison ivy dermatitis than older preparations. 


Treatment of Secondary Eczema 


Secondary eczematization may complicate and 
be part of a basic seborrheic dermatitis. In this 
event the initial treatment again is to allay the 
eczematous element and then to treat the basic 
seborrheic reaction. Selsun (a shampoo con- 
taining selenium disulfide) is a satisfactory prep- 
aration when the eruption involves both the scalp 
and other hairy portions of the body. It has been 
used in exudative areas as well without the ob- 
servance of toxic manifestations. Iodochlorhy- 
droxyquin (vioform), 3 per cent, in cream or 
ointment is also of value in the treatment of the 
basic seborrheic dermatitis, as are more familiar 
preparations containing sulfur. 

There is a group of eczematous eruptions con- 
fined to the hands that may be nonatopic, nonoc- 
cupational and noncontact, and this group presents 
one of the therapeutic problems. Atopic and con- 
tact features must be recognized and ruled out in 
all instances of eczema of the hands, but there are 
other causes for which search must be made. 
Among these are the fungus infections of the 
hands themselves, which are uncommon, or the 
so-called vesicular “id” reaction of the hands and 
fingers, which is seen in conjunction with an 
acute, inflammatory reaction of the feet. If the 
eruption is an “id” reaction, the cure of the in- 


flammatory reaction of the feet, or its remis- 
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sion, results in a spontaneous remission of the 
eruption on the hands. The uncommon mycotic 
eruption may be identified by direct examination 
of the vesicles ur scales in solution of potassium 
hydroxide or by culture. The mycelial elements 
and spores may be recognized under a microscope. 
The treatment for the acute reaction consists first 
of whatever will alleviate the acute inflammatory 
reaction and then, as this subsides, fungicidal 
preparations may be used. 

Other eczematous reactions of the hands may 
be part of other dermatologic entities, and also 
secondary to visceral disease, including foci of 
infection. If the latter are present, the reaction of 
the palms and soles is more apt to be basically 
pustular in type but cultures of the pustules are 
sterile. The underlying focus of infection must be 
found and treatment directed accordingly. Ecze- 
ma of this type closely stimulates pustular psoria- 
sis, and unless there is psoriasis elsewhere on the 
body, it may be indistinguishable clinically from 
psoriasis. Occasionally, eczematous eruptions of 
the hands may be due to foods, but in our experi- 
ence skin tests are of but little value in elucidating 
the offending agent. Dietary restrictions, accord- 
ing to the methods of Rowe or Flood, may be at- 
tempted. However, these reactions seem to be 
rare, for we have seen but little help from such 
elimination diets. 

One of the most frequent types of dermatitis or 


eczematoid eruptions of the hands arises as part 
of dysidrosis or pompholyx, in which the primary 
lesion is a deep-seated vesicle appearing on the 
palms and soles or on the sides of the fingers. 
This is an eruption due frequently to psychogenic 
factors, and the management is such as has been 
described elsewhere in this symposium. Another 
frequently seen eczematous eruption of the 
hands is that due to household duties, excessive 
use of soaps, solvents and the like. The eruption, 
then, is basically contact in type and should be 
dealt with as contact dermatitis is. The use of 
rubber gloves with cotton liners should be stressed 
when household tasks are being performed, and 
the skin should be lubricated frequently with 
emollients in an attempt to counteract the excessive 
drying which the skin has undergone. 


Summary 


An attempt has been made to discuss briefly the 
principles of local treatment and management of 
patients with an eczematous type of dermatitis. 
Other papers in this series have dealt with the 
basic concepts of allergy, the elucidation of con- 
tact factors, and the psychogenic implications 
dealt with in certain patients. The basic princi- 
ples must be dealt with in all patients ; otherwise 
local and systemic therapy will produce less bene- 
fit and relief of an eczematous dermatitis. 





TAXES 


We continue to print from time to time comment re- 
lating to taxes in the hope that the membership will note 
how far this nation has progressed toward what seems 
perilously near to a confiscatory level. 


How high can the Federal tax be jacked before it 
topples on the economy, impairing earning power, and 
crushing incentive? 

Many economists thought the limit had been reached 
in wartime 1945, when the U. S. Treasury collected a 
record total of $43,353,000,000—29.5 per cent of the 
national income. 

Last year Washington collecied a total of $56,093,339,- 
429—20.7 per cent of the national income—and moved on 
with still higher rates, e.g., an increase of 11 per cent in 
income taxes, to collect still more this year. Of 1951’s 
take, $30,046,211,980 was collected from personal-income, 
retirement, old-age, and unemployment taxes. The rest 
came out of corporation profits and miscellaneous excise 
taxes, which will also be higher for 1952. 

While the Federal collector was busy, state and local 
taxes were also pouring in. The nation’s total estimated 
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1951 tax bill: $73,593,339,429, an average of $468 for 
every man, woman, and child in the United States.* 

“The schoolboy whips his taxed top; the beardless 
youth manages his taxed horse with a taxed bridle on 
a taxed road; and the dying Englishman, pouring his 
medicine, which has paid seven per cent, into a spoon 
that has paid fifteen per cent, flings himself back upon 
his chintz bed which has paid twenty-two per cent, and 
expires in the arms of. an apothecary who has paid a 
license of a hundred pounds for the privilege of putting 
him to death.” Thus Sydney Smith wrote in a review 
of Seybert’s Annals of the United States in 1820. What 
would he have written in 1952? Your guess is as good 
as ours. Do not forget as you go to register and vote 
that “The power to tax is the power to destroy.”—New 
York State Medical Journal, July 15, 1952. 





*Statistical data from Time Magazine, May 5, 1952, 
p. 25. 
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ANTIBIOTIC THERAPY OF BACTERIAL ENDOCARDITIS 
II. Current Trends in the Treatment of Subacute Bacterial Endocarditis 


JOSEPH E. GERACI, M.D. 
Rochester, Minnesota 


HE ideal antibiotic for the treatment of bac- 

terial endocarditis should have the following 
features: (1) it is bactericidal for both Gram- 
negative and Gram-positive organisms and is able 
to penetrate to the depths of vegetations, (2) it 
can be administered orally, (3) it is adequately 
absorbed without producing gastrointestinal irri- 
tation, (4) it has little or no toxicity, (5) it usual- 
ly produces cure of the disease within ten to four- 
teen days. 

Such an antibiotic is not yet at hand, but it is 
not too optimistic to state that, in view of the 
pace of current antibiotic research, availability of 
an antibiotic agent possessing most of the features 
just mentioned is a distinct future possibility. 


Use of Penicillin in Endocarditis 


During the past decade, penicillin has been the 
antibiotic of choice in most instances for the 
treatment of bacterial endocarditis. The value of 
this agent in the treatment of this disease has 
been reported by many observers.***'* When 
penicillin was first introduced, only small doses 
could be used and the rate of relapses and failures 
was large. When larger doses became possible, 
the results of treatment improved. The experi- 
ences in the treatment of bacterial endocarditis 
both in this country and in Great Britain were 
parallel and are exemplified by the recent report 
of Cates and Christie that summarized 442 cases 
in fourteen treatment centers in England in which 
treatment with penicillin alone was used under the 
supervision of the Penicillin Trials Committee of 
the Medical Research Council.* The results of this 
clinical investigation revealed that, in the early 
trials, the duration of treatment was more im- 
portant than the daily dose. Later trials proved 
that the daily dose should be larger. After April, 
1946, seventy-one patients who had been untreated 
were given 500,000 units of penicillin per day for 
one month. .In 20 per cent of these patients, re- 
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lapse or death occurred and the infection was not 
under control. More recently, eighteen patients 
were given 2,000,000 units per day for four to 
six weeks. None of these patients had relapses or 
died with active infection. 

The Medical Research Council of England rec- 
ommends that for the treatment of endocarditis, 
regardless of how sensitive the offending organ- 
ism may be, the minimal daily dose of penicillin 
should be 2,000,000 units and the period of treat- 
ment should be four to six weeks. The experience 
in this country has been similar, and the tendency 
has been to give larger and larger daily doses of 
penicillin. Currently, the recommended treatment 
is to give 2,000,000 units of penicillin per day 
when the infection is caused by organisms that 
are sensitive to a concentration of penicillin of 
0.1 unit per cubic centimeter or less, and to con- 
tinue this dosage for a period of four to six 
weeks. When the causative organism is more re- 
sistant to penicillin, the daily dose is larger, de- 
pending on the relative resistance of the offend- 
ing organism. 


Synergism and Antagonism of Antibiotics 

Since streptococci sensitive to penicillin have 
been found to cause approximately 80 to 90 per 
cent of cases of subacute bacterial endocarditis, 
the use of penicillin alone in the recommended 
dosage has been satisfactory and curative. How- 
ever, it has been noted that in cases caused by en- 
terococci, which comprise from 3 to 15 per cent 
of any series, only an occasional cure was pro- 
duced and then only by the use of large amounts 
of penicillin. ‘In 1947, Hunter’* first successfully 
treated enterococcal endocarditis with the use of a 
combination of penicillin and streptomycin. Since 
then, many clinical and in vitro studies have been 
published relative to the combination of these 
two antibiotics and its use in the treatment of 
subacute bacterial endocarditis. 

30th in vitro and in vivo studies concerning 
synergism and antagonism resulting from the use 
of combined antibiotics have been recorded by 
Klein and Kimmelman, Nichols, Spicer, Jawetz 
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and colleagues,®'®!"** Robbins and Tompsett, 
Hunter,'*® Lepper and Dowling, Ahern and as- 
sociates and Bachman. These studies have dis- 
closed a synergistic effect on the bactericidal ac- 
tion of penicillin when penicillin and streptomycin 
or penicillin and bacitracin are used together. 

The addition of streptomycin to a bacteriologic 
culture tube containing penicillin causes more 
rapid and greater bactericidal action, so that all 
the bacteria in the culture tend to be killed. When 
penicillin is used alone, a small residue of viable 
organisms often remains. Complete killing of 
the organisms is more likely to occur when the 
two antibiotics are used together than when they 
are used alone. This is true for most strains of 
streptococci and other organisms, and is partic- 
ularly true for the enterococci. 

Recent work also demonstrates an antagonism 
between penicillin and the broad-spectrum anti- 
biotics, such as aureomycin, terramycin and 
chloramphenicol, both in vitro and in vivo.*%?%?5 
When one of these antibiotics and penicillin are 
used together, a definite retardation occurs in the 
rate of bactericidal action of penicillin. Study of 
subacute infections in mice caused by Streptococ- 
cus pyogenes in which combined therapy for five 
days was used has revealed synergism between 
penicillin and either streptomycin or bacitracin 
and antagonism between penicillin and either 
chloramphenicol or terramycin.** Jn vitro studies 
indicate that this antagonism occurs when the 
broad-spectrum antibiotics are used in concentra- 
tions that are bacteriostatic and does not occur 
when the concentration is insufficient to produce 
bacteriostasis or when the concentration is high 
enough to be bactericidal, 

Jawetz and his colleagues recently have shown 
that antagonism exists also when the broad-spec- 
trum antibiotics are used with streptomycin.” 
However, the antagonism with streptomycin is 
low when compared to that of penicillin. The 
evidence indicates that interference occurs only 
when the organisms are multiplying. A recent 
report indicated that no antagonism between 
penicillin and chloramphenicol was demonstrable 
in mice that were infected with group A strep- 
tococci and treated with these two antibiotics for 
three days.’ Interference occurred initially but 
prolonged combined treatment caused a progres- 
sive bactericidal action that apparently protected 
the mice as efficiently as did the use of penicillin 
alone. Many studies and reports concerning syn- 
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ergism and antagonism of antibiotics indicate 
that the problem of combined therapy in patients 
is complex. Many additional careful in vitro and 
in vivo investigations, in addition to the actual 
treatment of many patients, will be necessary be- 
fore ideas concerning this subject can crystallize 
clearly. 

However, a number of clinical and laboratory 
studies indicate that definite exceptions exist to 
the broad generalizations just mentioned concern- 
ing antibiotic antagonism.?%"*7?> These excep- 
tions occur in situations in which true synergism 
appears to result from the use of two or more 
antibiotics against an organism that is resistant 
to one or more of these agents when they are used 
separately.17 Only rarely has it been found that 
streptomycin interferes with the bactericidal action 
of penicillin or fails to enhance its effect.® 


Combined Therapy.—These clinical and in vitro 
investigations have led to the current tendency on 
the part of some physicians to use combined treat- 
ment for bacterial endocarditis. Robbins and 
Tompsett, Loewe and associates and Hunter" 
have reported on the successful use of a combina- 
tion of penicillin and streptomycin for treatment 
of endocarditis caused by Streptococcus faecalis. 
Penicillin and bacitracin in combination have also 
been used successfully when penicillin-resistant 
streptococci were involved”* and also in a case of 
endocarditis in which reinfection with a diphther- 
oid bacillus occurred.?” Friedberg and Bader stat- 
ed that the use of bacitracin was curative when it 
was added to the combination of penicillin and au- 
reomycin after the later two antibiotics had failed 
to produce any response. On occasion terramycin 
and streptomycin have been effective when the 
causative organism was found to be resistant to 
the commonly used antibiotics when they were 
given alone.’7 However, this latter combination 
was not greatly effective in five of six cases in 
which it was employed at the Mayo Clinic.** Hunt- 
er has suggested that short-term combined therapy 
of infections caused by penicillin-sensitive strepto- 
cocci might be practical and curative in view of 
the studies on penicillin-streptomycin synergism 
and he has noted good results in five patients so 
treated thus far.***® 


Clinical Data in Forty-Six Cases 
In the light of these recent studies it was felt 
desirable to review briefly at this time the experi- 
ence of my colleagues and myself in the treatment 
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TABLE I. CAUSATIVE ORGANISMS IN 46 CASES 
OF BACTERIAL ENDOCARDITIS 
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TABLE II. SENSITIVITY TO PENICILLIN OF 
ORGANISMS ISOLATED FROM ENDOCARDITIS 




















Organism Number 
Streptococcus mitis 21 
Streptococcus (anaerobic) 1 
Streptococcus salivarius 1 
Streptococcus (type undetermined) 1 
Streptococcus faecalis 10 
Micrococcus pyogenes* 5 
Micrococcus (species undetermined ) 2 
Hemophilus (species undetermined ) 1 
No organism isolatedt 4 

Total 46 





“*Four of these cases would be classified as acute bacterial endocarditis. 

¢Diagnosis unsuspected clinically and noted at necropsy in 1 case; 
» & other 3, repeated cultures before and after treatment were 
of endocarditis during the past twenty months. 
Forty-six cases have been encountered, and the 
causative organisms isolated in these cases are 
listed in Table I. In thirty-four of the forty-six 
cases (74 per cent) streptococci were isolated. It 
will be noted in Table II that, of the thirty-two 
strains of streptococci tested in vitro, nineteen 
were sensitive to a concentration of penicillin of 
0.1 unit per cubic centimeter or less, while eleven 
were resistant and two were relatively resistant. 
Studies of sensitivity were not done in two cases. 
Nine of the resistant organisms were enterococci 
(Streptococcus faecalis). Thus, of the thirty-two 
strains of streptococci tested, penicillin-sensitive 
organisms made up only 59 per cent of the total. 
The organisms in four of the seven cases of 
micrococcal endocarditis were sensitive to 0.1 unit 
of penicillin or less, and the remaining three were 
resistant. Hemophilus was isolated in one case 
and it proved to be sensitive to both terramycin 
and dihydrostreptomycin. 

The treatment employed in these forty-six pa- 
tients is listed in Table III. It will be noted that 
only nine (20 per cent) were treated with peni- 
cillin alone. In thirty-seven cases (80 per cent) 
combined therapy was used. In thirty of the 
thirty-four cases of streptococcal endocarditis, 
combined therapy consisting of a combination of 
penicillin and dihydrostreptomycin was used. In 
five of these cases therapy with terramycin and 
dihydrostreptomycin was used also but was 
abandoned because the infection either was not 
brought under control or relapsed. In four cases 
of streptococcal endocarditis, penicillin alone was 
used. If treatment in these four cases were to be 
‘instituted today, a combination of penicillin and 
dihydrostreptomycin would be given. In the cases 
of micrococcal endocarditis, penicillin alone was 
used five times and combined treatment with peni- 
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Sensitivity to Penicillin in Units per cc. 
<0.05 0.1 02 O8 16 3.2 >3.2 





Organism* 

















Streptococcus mitis | 12 | 6 1 1 1 

Streptococcus salivarius ; 1 | 

Streptococcus (type unde- | j 
termined) 1 

Streptococcus faecalist 1 5 3 

Microccecus pyogenes | S 4 83 1 1 

Micrococcus (species unde- | | 
termined) | 1 1 | 














*Hemophilus isolated in 1 case: sensitivity to terramycin 1.5 mcg./ce.; 
to streptomycin <1.5 meg./cc.; not tested to penicillin. 
+One organism found at necropsy only. 


TABLE III. TREATMENT EMPLOYED IN 46 CASES 
OF BACTERIAL ENDOCARDITIS 























| 
Type of Therapy | Causative Organism Number | Total* 
| Streptococcus mitist 3 
Penicillin alone | Streptococcus faecalis 1 9 
| Micrococcus pyogenes 5 
| Streptococcal endocarditis 
Penicillin-dihydro- (mitis, salivarius, anaerobic, 
streptomycin unidentified ) 24 34 
combined | Streptococcus faecalis 9 
| Micrococcus (species unde- 
termined) 1 
Terramycin-dihy- | Streptococcus mitis 3 
drostreptomycin | Streptococcus faecalis 2 6 
combined Hemophilus (species unde- 
c . | termined) 1 
None or inadequate | 2 
| 51 











*More than one combination employed in several cases before infec- 
tion was brought under control. 

+Treated before short-term therapy with combined _penicillin-di- 
hydrostreptomycin was introduced; all 3 organisms penicillin-sensitive. 


cillin and dihydrostreptomycin was used once; in 
addition, inadequate therapy was given once. The 
single patient with endocarditis caused by He- 
mophilus was treated with a combination of terra- 
mycin and dihydrostreptomycin for two weeks. 
This resulted in a cure, and the patient has re- 
mained well for one year. 

Complete follow-up studies are not yet avail- 
able but it can be stated at this time that the imme- 
diate mortality rate (death during treatment or 
within a month or two) was 24 per cent (death 
occurred in eleven of the forty-six patients in 
whom the diagnosis was made ante mortem). The 
deaths were caused by complications of the disease 
and consisted of congestive cardiac failure in 
most cases, cerebral embolism and hemorrhage, 
renal insufficiency, pulmonary embolism with ven- 
tricular fibrillation and extensive septic infarction 
of the lungs.* 


Short-term Combined Therapy for Infections 
Caused by Penicillin-sensitive Streptococci.—For 
fifteen of the patients in whom endocarditis was 
caused by penicillin-sensitive streptococci com- 
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bined short-term therapy with penicillin and dihy- 
drostreptomycin was employed. All these patients 
have been seen at the clinic in the past fourteen 
months and they represent a series of consecutive 
instances of this type of endocarditis. In thirteen 
of these cases the causative organism was Strep- 
tococcus mitis, in one it was Streptococcus sali- 
varius and in one the streptococcus was not iden- 
tifiable. It was extremely difficult to grow this last 
organism and its sensitivity was difficult to obtain. 
The sensitivity in vitro of this organism was final- 
ly revealed to be between 0.1 and 0.2 units of 
penicillin per cubic centimeter. 

All of the patients were treated for a period of 
fourteen days except in two instances. These two 
patients were treated for twenty days because 
of the prolonged duration of the disease (nine 
and seventeen months respectively) and because 
they exhibited debility and undernutrition. In one 
of these two cases the endocarditis was caused by 
the unidentified streptococcus just mentioned. 
Penicillin and dihydrostreptomycin were given 
together intramuscularly every six, eight or twelve 
hours. The daily dose varied between 1,200,000 
and 2,400,000 units of penicillin and between 1.2 
and 2.4 gm. of dihydrostreptomycin.* Most of 
the individuals received the larger doses. The 
value for penicillin in the blood when the larger 
doses were used ranged from 1 to 4 units per 
cubic centimeter, averaging approximately 2 units. 

Response to treatment was good and prompt. 
The temperature fell to normal either on the same 
day that treatment was started or on the day after. 
In one patient, a low-grade fever was present for 
most of the period of treatment but this disap- 
peared before therapy was completed. Repeated 
cultures of the blood during and after treatment 
were sterile in this case. The condition of every 
patient improved promptly and the cultures of 
blood became sterile in all cases in which organ- 
isms had been found originally. 

Of the fifteen patients who received short-term, 
combined therapy, four have died, three from con- 
gestive cardiac failure and one from cerebral 
embolism. The remaining patients have been 
well and have had follow-up studies ranging from 
three to fourteen months. The four deaths oc- 
curred on the tenth and eleventh days of treatment 
" *We are indebted to Eli Lilly and Company and to 
Chas. Pfizer and Company, Inc., for the generous sup- 
ply of the procaine penicillin-dihydrostreptomycin. In 


most of the cases, a disposable cartridge containing both 
antibiotics was used for intramuscular injection. 
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in two cases, and ten days and two months follow - 
ing treatment in two cases. Necropsies were done 
in the two cases in which death occurred during 
treatment, and cultures at necropsy of the vegeta- 
tions in one case were sterile. 

These results, together with the results obtained 
by Hunter’ with ten days of treatment, indicate 
that short-term, combined therapy with penicillin 
and dihydrostreptomycin for ten to fourteen days 
is a practical curative form of treatment for pa- 
tients with endocarditis caused by penicillin-sen- 
sitive streptococci. However, the total number of 
cases is still small, and more experience is needed 
before any final conclusions can be drawn. The 
results thus far are encouraging and warrant con- 
tinuation of this form of therapy for subacute 
streptococcal endocarditis that is caused by organ- 
isms sensitive to 0.1 unit of penicillin or less. The 
daily intramuscular administration of 2,000,000 
units of procaine penicillin and 2 gm. of dihydro- 
streptomycin, given in divided doses every six 
or twelve hours, for ten to fourteen days gives 
effective levels of antibiotic in the blood and pro- 
vides adequate therapeutic response. 

The average duration of symptoms before treat- 
ment in these patients was four months or more. 
The duration in the four patients who died was 
3.9 months, in contrast to a duration of 4.6 months 
in the patients who responded satisfactorily, This 
difference does not appear to be significant. If 
diagnosis had been made and treatment in these 
cases started early, perhaps in the first month of 
the disease, the results might have been different. 
The interval between the onset of the disease and 
the onset of treatment is one variable that can be 
controlled by physicians, and it is reasonable to 
conclude that the results of treatment would be 
much better if treatment is begun as early as pos- 
sible. Previous reports indicate that the duration 
of the disease before treatment is a. definite 
factor in prognosis. 


Treatment of Endocarditis Caused by Entero- 
cocci.—The in vitro and clinical studies of Hunt- 
er,!° Robbins and Tompsett, Loewe and associates 
and Jawetz and colleagues® indicate that combined 
therapy with penicillin and dihydrostreptomycin 
is the present treatment of choice for subacute 


enterococcal endocarditis. The daily administra- — 


tion of 10,000,000 units of penicillin, together 
with 2 gm. of streptomycin, for a period of four 
to six weeks has been recommended by Hunter.” 
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Six of seven patients with enterococcal endocardi- 
tis who received adequate combined therapy dur- 
ing this study recovered and have remained well. 
The seventh patient received 10,000,000 units of 
penicillin per day for thirty-eight days, together 
with daily use of dihydrostreptomycin and 2 gm. 
of probenecid (benemid). Relapse occurred three 
months after therapy was completed. During the 
second course of treatment, 15,000,000 units of 
penicillin per day, together with dihydrostrepto- 
mycin and benemid, were given for fifty days. 
The value for penicillin in the blood was main- 
tained almost continuously at a level that was 
five times or more the value for the im vitro sen- 
sitivity of the organism. Cultures of the blood 
consistently were sterile during the period of 
treatment. Relapse occurred again one and a half 
months after treatment had been discontinued. 
This patient now is undergoing a third course 
of therapy. 

The daily dose of penicillin in the seven patients 
treated during this study has varied from 6,000,- 
000 to 15,000,000 units given by the method of 
continuous intravenous drip for twenty-eight to 
fifty days. Dihydrostreptomycin in doses of 0.5 
gm. was given intramuscularly every six hours 
for the first two weeks of treatment. The dose 
was then reduced to 0.5 gm. given twice daily 
for the remainder of the period. Benemid was 
given in doses of 0.5 gm, every six hours if neces- 
sary to produce adequate levels of penicillin in 
the blood.® In the patient who had relapsing 
enterococcal endocarditis, benemid was given in 
daily doses of 2 gm. for the first forty days and 
in doses of 4 gm. per day (1 gm. every six hours) 
for the last ten days without the appearance of 
any signs of toxicity. 

The dosage and duration of treatment for 
enterococcal endocarditis are not yet well defined. 
However, the daily dose of penicillin appears to 
depend on the in vitro sensitivity of the organism, 
the height of the levels of antibiotic obtained in 
the blood and the clinical response of the patient. 
In addition to the relapse just mentioned, two of 
the other. patients who were treated with the 
smaller doses of penicillin and dihydrostreptomy- 
cin for twenty-eight days also had relapses. Con- 
trol of the infection was then achieved with six 
weeks of combined therapy. It would appear that 
six weeks of combined treatment is the safest 
schedule to employ in enterococcal endocarditis. 
The incidence of toxicity from the dosage of dihy- 
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drostreptomycin used in this study was small. 
Mild deafness occurred in one of the thirty-four 
patients in whom combined therapy with peni- 
cillin and dihydrostreptomycin was employed; 
transient vertigo occurred in another on the twen- 
ty-first day of treatment (when the dose of dihy- 
drostreptomycin was being changed from 2 gm. 
to 1 gm. per day), and numbness of the fingertips 
occurred in a third. 

The total number of cases of enterococcal endo- 
carditis recorded in the literature in which com- 
bined treatment has been used is not large, and 
further experience is necessary before any final 
statements regarding the therapy of this form of 
endocarditis can be made. It is to be hoped that 
a more nearly ideal antibiotic will be found, per- 
haps in oral form, that has penetrative and bac- 
tericidal properties. Such an agent will simplify 
the treatment of this infection. 


Treatment of Endocarditis Associated with 
Sterile Blood Cultures—In three cases of this 
series, the clinical picture was unmistakably that 
of bacterial endocarditis except that cultures of 
the blood failed to reveal any organisms. Com- 
bined therapy, consisting of 5,000,000 to 10,000,- 
000 units of penicillin per day administered by 
the intermittent intramuscular or intravenous 
route, together with dihydrostreptomycin, was 
given for four’ to six weeks in these cases. The 
infection was controlled in all three. Treatment 
in cases of this type should be the same as that 
used in cases in which the organism is either 
penicillin-resistant or is an enterococcus. Appar- 
ently these patients in whom sterile cultures of 
blood persist do not do as well when smaller daily 
doses of penicillin are given.® 


Summary 


The experience in the management of forty-six 
cases of bacterial endocarditis encountered in the 
past twenty months at the Mayo Clinic, together 
with recent trends in the antibiotic treatment of 
this disease, has been briefly reviewed. Thirty- 
four of the forty-six infections (74 per cent) 
were caused by streptococci. Of the thirty-two 
strains of streptococci tested im vitro, only nine- 
teen (59 per cent) were sensitive to penicillin. 

The data in a series of fifteen consecutive cases 
of endocarditis caused by penicillin-sensitive 
streptococci in which short-term combined therapy 
with penicillin and dihydrostreptomycin was used 
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are summarized. It would appear that the use of 
2,000,000 units of penicillin and 2 gm. of dihydro- 
streptomycin per day administered intramuscular- 
ly in divided doses every six or twelve hours for 
ten to fourteen days is adequate for treatment in 
these cases. The total number of cases in which 
these short periods of treatment have been used is 
small, and experience needs to be extended con- 
siderably before any final conclusions can be 
made. 

The management of subacute enterococcal endo- 
carditis and of endocarditis with sterile cultures 
of blood is discussed. 

Combined treatment was employed in approxi- 
mately 80 per cent of these forty-six cases, where- 
as penicillin alone was used in 20 per cent. 

Although follow-up studies in these forty-six 
cases are not yet complete, the immediate mor- 
tality rate resulting from complications of the dis- 
ease was 24 per cent. 

Further search is needed for newer antibiotics 
that can meet the requirements of a more nearly 
ideal drug for the treatment of endocarditis. 
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LIPOSARCOMA OF THE TRANSVERSE MESOCOLON 


Report of a Case 


HARRY B. NEEL, M.D. 


Albert Lea, 


| piskegnetn irae benign tumors of fat (lipomas) 
are among the most common tumors encoun- 
tered, malignant changes in these tumors and pri- 
mary malignant tumors of fat are some of the 
rarest of the malignant lesions. An indication of 
the rarity of liposarcoma is furnished by the re- 
port by Moreland and McNamara of nine cases in 
16,000 tumor patients seen at a Veterans Admin- 
istration facility, the report of one case by Mc- 
Cormick in more than 2,200 personally treated 
cancer patients, and the fact that Dr. A. P. Stout, 
who is especially interested in soft tissue sarco- 
mas, has collected only 115 cases from July, 1906, 
to January, 1949, at Columbia University. It is 
thought that the rarity of this tumor and the 
great size which it attains, together with other in- 
teresting and unusual features, constitute sufficient 
reasons for recording our experiences with a case 
of liposarcoma. 

Liposarcomas may be found in any location in 
which fat is normally present. The most common 
locations are the intermuscular and fascial planes 
of the buttocks and limbs and in the retroperito- 
neal spaces. The tumors are also found in the 
mesentery, in bones, in the thorax and in the 
kidney. Liposarcoma of the stomach has been 
reported. 

Liposarcomas may reach a tremendous size. 
One has been reported weighing 69 pounds and 
others 63.8, 56, 51, 47 and 38.5 pounds. They are 
usually well circumscribed, often pseudo-encapsu- 
lated and resemble brain tissue. On cursory exam- 
ination liposarcomas have been mistaken for 
brain. In the depths of the convolutions a fine 
network of blood vessels may be found. When 
the tumor is sectioned, it may be a yellowish color 
and of slimy or mucinous consistency. Areas of 
necrosis and hemorrhage and mucoid degeneration 
are frequently present and there may be small 
cystic areas. Virchow, the great pathologist, is 
said to have been the first to describe this tumor 
histologically, in 1857. The microscopic features 
vary tremendously. Abnormal growth of the lipo- 
blasts brings about the development of a lipoma 
or a liposarcoma. The great majority of lipo- 
sarcomas are primary tumors, but a small per- 
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centage may result from malignant change in an 
already present lipoma. A case is reported in 
which liposarcoma was found completely sur- 
rounded by the tissue of a benign lipoma. The 
tumor may be a pure liposarcoma, or areas of 
myxoid cells or round cells may be found, or com- 
binations of myxoid and fibrosarcomatous areas 
may be present, as well as areas of osseous and 
cartilaginous metaplasia. 

Stout divides liposarcomas into four classes. 


1. The well-differentiated type. It is question- 
able if these tumors ever metastasize. 

2. The poorly differentiated myxoid tumor, 
which is definitely malignant, difficult to eradi- 
cate, and may metastasize. 

3. The round cell or adenoid type, which may 
be difficult to eradicate. The cells are large and 
massed together in close approximation with only 
a delicate fibrous stroma. 

4. The mixed groups which are extremely ma- 
lignant. 


It should be mentioned that Mallory has stated 
that the pathologic diagnosis of liposarcoma is 
unusual, and he is rarely confident in making 
the diagnosis. 

In this connection it is interesting to mention 
a case recently reported by Heinemann and Leh- 
man which they describe as an example of mesen- 
chymal cell embryogenesis. A tumor of the an- 
terior mediastinum was diagnosed as liposarco- 
ma. In three years the patient died, and examina- 
tion of the original and the autopsy tumor showed 
pure liposarcoma while the metastasis showed lipo- 
sarcoma, fibrosarcoma and chondrosarcoma. Ac- 
cording to the authors, this indicated that the tu- 
mor was in reality a mesenchymoma. 

Liposarcomas may occur at any age although 
the tumor seems to have its predilection for 
those in middle life. In the recorded cases it ap- 
peared slightly more frequently in males. 

The treatment of this tumor is wide surgical 
excision. The tumor cells may extend far outside 
of the pseudo-encapsulated mass. Good exposure 
is essential and simple shelling out of the tumor, 
as is frequently done in simple lipoma, is not 
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sufficient. In the reported cases, radiotherapy has 
been employed before surgical attack in some 
cases and following surgical removal in others. 
There is little indication that this has halted the 





Fig. 1. 
mesocolon. 
omentum and segment of transverse colon were re- 
moved. 


Gross specimen. Liposarcoma of transverse 
Segment of attached stomach, the great 


course of the disease. In the thirty-five cases 
followed by Dr. Stout there was local recurrence 
in 66 per cent and metastasis in 34 per cent. 
Death has ensued in 37 per cent of the cases 
followed. 


Case Report 


A white man, aged fifty-seven, first consulted Dr. 
Donovan on November 2, 1951. He complained of a 
gradually enlarging abdomen and of some sharp and 
dull pains in the abdomen during the preceding two 
weeks. The patient stated that he had not been feeling 
well for several months and that his abdomen had been 
getting larger for about a year. Recently, this increase 
in size had progressed very rapidly. His appetite had 
remained good and his digestion was satisfactory. He 
had had no nausea or vomiting. His bowels moved 
satisfactorily. He had lost only a small amount of 
weight. No other symptoms of significance could be 
elicited. 

Physical examination revealed the patient to be a 
very large man, alert and co-operative. Examination of 
his eyes, ears and nose gave negative results. The upper 
teeth had been removed, and the lower teeth were dirty 
and carious. No glandular enlargement was found. No 
masses were palpable in the neck. Examination of the 
heart and lungs revealed them to be essentially normal. 
Blood pressure was 120/80 millimeters of mercury. 
The abdomen was very large, rounded and symmetrical. 
It was flat to percussion. There was a sensation of a 
nodular mass on the left side. The presence of ascites 
was suggested. No tenderness was elicited. The lower 
abdomen seemed to be much softer than the upper ab- 
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domen. The genitalia were those of a normal male. 
Rectal examination was negative. 


Laboratory examination revealed the hemoglobin to 
be 10.20 grams, the erythrocytes 3,700,000, and the ieu- 
kocytes 8,000 per cubic millimeter of blood. 

Radiographic examinations were conducted by Dr. 
Samuel Miller. On barium enema, the colon was read- 
ily filled and the appendix was visualized. There was a 
rather large mass arising in the mid-abdominal region 
and displacing the transverse colon downward and pos- 
teriorly. This had a uniform homogeneous density sug- 
gestive of fluid. Some gas was present in the stomach, 
and the stomach appeared to be displaced upward and 
medially. It was concluded that there was a large intra- 
abdominal mass displacing the transverse colon down- 
ward and posteriorly. The diagnostic possibilities were 
thought to be an omental or pancreatic cyst or a lesion 
involving the omentum. .An examination of the upper 
gastrointestinal tract was conducted. Both diaphragms 
were found to be elevated. There was a marked left 
ventricular cardiac enlargement. The esophagus was 
normal. The stomach was displaced anteriorly and to 
the left. The radiologist stated that the findings again 
suggested either a retroperitoneal lesion or a mesenteric 
or pancreatic cyst. 

The patient was admitted to the hospital and prepared 
for operation, which was conducted on November 16. 
Under intratracheal anesthesia a long upper, transverse 
incision was made. There was a small amount of free 
fluid in the peritoneal cavity. There was a huge tumor, 
which occupied the space between the stomach and the 
colon. It was displacing the stomach upward and the 
transverse colon downward, but apparently did not arise 
from either of these structures. General exploration re- 
vealed no evidence of metastasis and the liver was every- 
where smooth. No glandular enlargement was found. 
The omentum was dissected away from the transverse 
colon and reflected upward. This gave access to the huge 
tumor which was partially cystic and contained a con- 
siderable quantity of fluid. The colon was carefully 
separated from the tumor but it was found that the tu- 
mor was a part of the transverse mesocolon and appar- 
entely arose from the transverse mesocolon from which 
it could not be separated. Our attention was then direct- 
ed to the stomach which was dissected away from the 
tumor and it was found that the tumor involved the 
greater curvature of the stomach. After the dissection 
was carried as far as possible, it was necessary to re- 
move a wedge of the greater curvature of the stomach. 
The defect in the stomach was closed with three rows of 
sutures consisting of fine catgut and finally fine cotton in 
the serosa. The great omentum was removed in its 
entirety and the tumor, having been freed from the 
stomach, was well mobilized. It did not involve the 
pancreas, which everywhere appeared to be normal. The 
tumor now was attached to the transverse mesocolon, 
and by removing a great portion of the transverse meso- 
colon, the tumor was removed from the patient intact, 
except for some of the fluid which had leaked out. The 
mid portion of the transverse colon had been deprived 
of its blood supply, so approximately 6 inches of colon 
was removed over the Rankin clamp. The edges of the 


MrInnesora MEDICINE 











remal 
a con 
weigh 
contai 


to 20 


the | 
to be 
gut 

brou; 
Duri 
veno' 
cond 
he w 


Th 


weig 
as fc 
and 

cent 
place 
mair 
othe: 
muci 


had 

mod 
is it 
frial 
lowi 
Wit! 
shoy 
norr 
penc 
tum: 


SEP’ 














remaining transverse mesocolon were approximated with 
a continuous suture of fine chromic catgut. The tumor 
weighed 10 pounds, so that with the fluid which it 
contained its weight must have been approximately 18 
to 20 pounds. There was no evidence of metastasis to 
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“Microscopic sections have been taken from various 
parts of the tumor. The tumor shows considerable vari- 
ation in structure in the different portions. In areas there 
is an extremely active growth of spindle-shaped cells 
which are so highly undifferentiated that their structure 
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Fig. 2. Microphotograph of representative area of the undifferentiated and highly 


malignant liposarcoma. 


the lymph nodes or to the liver, all of which appeared 
to be normal. The wound was closed with chromic cat- 
gut in layers and with the two loops of bowel being 
brought out through the mid portion of the wound. 
During the procedure the patient received some intra- 
venous fluids and approximately 3 units of blood. His 
condition remained good throughout the operation and 
he was returned to his room in good condition. 


The pathological examination was conducted by Dr. 
R. W. Koucky. The tumor, after loss of its fluid, 
weighed 10 pounds. Dr. Koucky described the specimen 
as follows: “The mass measures 29 by 24%4 by 10 cm. 
and has been previously weighed as 10 pounds. The 
central part of the mass has degenerated and is re- 
placed with necrotic hemorrhagic material. In the re- 
maining peripheral portions of the tumor there are many 
other areas of hemorrhage and beginning cystic and 
mucinous degeneration. The external surface of the tu- 
mor is rough and irregular, and apparently the tumor 
had been adherent within its bed. The surfaces show 
moderate lobulation. The peripheral part of the tumor 
is intact, and this has a greyish color and is soft and 
friable, and occasionally the tumor has developed a yel- 
lowish color and in some areas has a mucinous texture. 
With this there is a large mass of omentum which 
shows no evidence of implantation and a segment of 
normal appearing colon about 10 cm. in length. The ap- 
pendix is also included and shows no evidence of any 
tumor implants. 
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is completely lost. A tremendous number of mitoses ap- 
pear in this portion. Other areas show a very excellent 
differentiation of the spindle shaped cells into fat. Some- 
times even mature appearing fat cells are seen. The gela- 
tinous parts of the tumor show considerable extra-cellu- 
lar gelatinous material, and in these areas the tumor is 
almost like fetal connective tissue. Section of the ap- 
pendix shows no evidence of any implants. 

“Diagnosis: Liposarcoma, grade IV; inactive appen- 
dix; segment of colon and mesentery.” 

The patient was discharged from the hospital on No- 
vember 26, 1951, feeling well and with his colostomy 
functioning well. He returned on December 15 for prep- 
aration and closure of the colostomy and was discharged 
again on December 22, 1951. He has remained well to 
date and has returned to his occupation as a laborer in 
a meat packing plant. 


In conclusion, a case of liposarcoma, presum- 
ably arising from the transverse mesocolon, has 
been reported. These are rare tumors which are 
extremely malignant and which reach an enor- 
mous size. The possibility of malignant change in 
simple lipomas, although rare, has been mentioned 
and should be kept in mind when dealing with soft 
tissue tumors. Liposarcoma is a tumor which 
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VALUE OF THE FLAT PLATE (X-RAY) IN DIAGNOSIS OF ACUTE 
ABDOMINAL CONDITIONS 


E. C. PAULSON, M.D. 


Worthington, Minnesota 


| THE first place I would like to suggest that 

the term “flat plate’ should be abandoned as 
obsolete and somewhat ambiguous. A much bet- 
ter term in my opinion is “scout film.” Other 
x-ray procedures may be indicated. The most 
usual added procedure is an upright view of the 
abdomen. In fact, this is routine in most x-ray 
laboratories, and I think should always be routine 
in the investigation of acute conditions of the ab- 
domen. 

It is very important to know how to get the 
most out of the roentgenogram, once it has been 
taken. Without the clinical data of the case in 
question, much of the value of the roentgenogram 
of the abdomen may be completely lost. Conse- 
quently, the patient’s history, pertinent physical 
findings, and laboratory findings should be avail- 
able to the one who is to interpret the roent- 
genogram. It is important to know about previous 
operations. It is a well known fact that most cases 
of small bowel obstruction follow previous opera- 
tions and that pelvic surgery is the greatest offend- 
er in this respect. Another piece of data which 
should be available to the one reading the roent- 
genogram is whether or not the patient has had a 
cleansing enema during the hour or two preceding 
the x-ray. Usually, when an enema is admin- 
istered, more or less air is introduced into the 
distal colon. In case bowel obstruction is being 
considered, this introduced air may confuse the 
x-ray findings considerably. If one knows that 
an enema has been given and that air may have 
been introduced in this way, it may be allowed for 
in the x-ray interpretation. Also, it is desirable 
to know whether or not the patient has recently 
had any radiopaque medication. 

In the interpretation of any kind of x-ray film 
one should have some kind of routine to follow in 
order that he will not miss any of the informa- 
tion afforded by the film. In x-ray interpretation 
it is axiomatic that one sees what he looks for, and 
it is only by carefully examining all of the features 
of the film that one will get all the information that 


. Round Table discussion held during the annual meet- 
ing of the Minnesota State Medical Association, Minne- 
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it affords. I would suggest that one begin by look- 
ing carefully at all of the bony structures: the 
spine, the ribs, the pelvis, and the hips. The 
things to look for, of course, are fractures, 
metastases, and anomalies. An unsuspected frac- 
ture or metastasis may explain the whole symptom 
complex of the patient. 

After the bony structures have been examined 
one should turn to the soft tissue shadows: the 
spleen, kidneys, psoas muscles, liver, bases of the 
lungs, diaphragms, and any other organs that are 
visible. One should attempt to delineate each 
one of these organs in turn and note any altera- 
tions in shape, position, or size. This is a good 
time also to look for any evidence of gas in the 
bile ducts which would indicate a communication 
between the intestinal tract and the gallbladder. 
Gas under the diaphragms indicative of gastro- 
intestinal perforation is usually visible only on an 
upright or lateral decubitus film. 

The next feature to be evaluated is the calcifica- 
tions ‘which may be present. In the upper ab- 
domen, most calcifications are related to the rib 
cartilages and in the lower abdomen the most com- 
mon calcifications are phleboliths in the pelvis. In 
older people, various vascular calcifications are 
common, such as calcifications of the splenic 
artery, the abdominal aorta, and the large pelvic 
vessels. The classical case of gallstones is very 
readily apparent but sometimes gallstones are 
demonstrated only by very faint calcific rims. 
Ureteral stones are distinguished from phleboliths 
by their angular shape. Phleboliths are always 
round and often hollow in the center, whereas 
ureteral stones are angular and usually not quite 
as dense as phleboliths. Various calcific possibil- 
ities which may occur are too numerous to men- 
tion but they include pancreatic calculi, the 
presence of teeth in dermoid cysts, kidney tumors, 
and uterine myomas. From the radiological view- 
point it is a fortunate happenstance that nature 
introduces calcium into many pathological entities 
so that they may be identified in this way. 

The last feature to be analyzed on the film is the 
nature of the intestinal gas distribution and it is 
here that one is most apt to run into difficulties. 
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It is sometimes very difficult to distinguish an 
adynamic ileus from an intestinal obstruction. In 
the classic case of adynamic ileus the gas is rather 
evenly distributed throughout the small and large 
bowel. After the period of infancy and early 
childhood it is not normal for gas to be present in 
the small bowel. In the classical case of simple 
intestinal obstruction, gas is present proximal to 
the lesion and absent distal to the lesion. There 
are many exceptions and variations, however, to 
this rule. In an early case of lower small bowel 
obstruction, the gas which is normally present in 
the colon may not have had an opportunity to be 
evacuated as yet and its presence will confuse the 
picture. In a case of a partial small bowel ob- 
struction some gas will be seen distal to the lesion 
although it is relatively less than what is shown 
proximal. In cases of closed loop small bowel 
obstruction which are among the very common 
types since they are associated with postoperative 
adhesions, a small bowel loop becomes twisted in 
such a way that gas can enter it from the proximal 
end but cannot find an exit at the distal end. Con- 
sequently, the air which is passed from the 
stomach into the small bowel finds its way into 
this loop; and gradually this single loop becomes 
more and more distended, without any gas being 
present in other small bowel loops. It is only 
when this effected loop becomes fully distended 
that the gas begins to pile up in the small bowel 
proximal to the lesion. These greatly distended 
isolated small bowel loops very often resemble a 
portion of the colon and may be difficult to 
identify. Another confusing feature is that what 
starts out as an adynamic ileus may turn into an 
obstruction at some point, so that features of both 
conditions are present. 

From the practical standpoint then, one may 
justifiably ask the question: just exactly what 
type of information can be obtained from a scout 
film of the abdomen? It is assumed that the pa- 
tient has already been studied from the clinical 
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standpoint and that certain diagnoses are being 
considered. The x-ray examination may reveal 
appropriate information so that a single definite 
diagnosis can be made. On the other hand some- 
times certain diagnoses that have been considered 
may be definitely ruled out. A careful perusal 
of the roentgenogram may reveal secondary diag- 
noses which were never thought of in the initial 
work-up of the patient but which are important 
in his over-all’ consideration. One of the best ex- 
amples of this is the revelation of an unexpected 
pregnancy. Even where the best medicine is prac- 
ticed, it happens occasionally that an advanced 
pregnancy goes entirely undiagnosed until the ab- 
domen is opened. Sometimes the results of the 
x-ray examination are equivocal. This is par- 
ticularly true where the distribution of the intes- 
tinal gas would be consistent with either an early 
case of intestinal obstruction or an early case of 
adynamic ileus. If the rest of the clinical work-up 
has not contributed a more accurate diagnosis, it is 
sometimes advisable in these cases to wait several 
hours and repeat the roentgenograms. Compari- 
son between the two sets of roentgenograms may 
show which direction one should turn in his in- 
terpretation. I suppose the most common roentgen 
interpretation which is made of abdominal films is 
that of normal findings. The clinician is then 
thrown back upon his clinical and laboratory find- 
ings and should not be unduly prejudiced by the 
normal x-ray interpretation. The x-ray inter- 
pretation, of course, is a laboratory finding like 
others, and it must not be allowed to mislead one 
in his conduct of a given case if other data point 
very definitely in a different direction. 

In summarizing, I would like to reiterate that 
the scout film of the abdomen can contribute very 
pertinent information. In its interpretation, a 
systematic routine should be followed in order that 
none of its features will be missed; and the one 


‘who is interpreting the film should have available 


the salient clinical data. 





PRACTICAL NURSES AND HOMEMAKERS FOR RURAL MINNESOTA 
(Continued from Page 849) 


tinuing in practical nursing. Only one has left the 
State and she is employed in California. 

These graduates feel they have had the advan- 
tage of an opportunity to prepare themselves as 
licensed practical nurses, as future homemakers 
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and as informed active citizens in their respective 
communities. This combined preparation in prac- 
tical nursing and home management seems signifi- 
cant in meeting needs that arise in hospitals and 
situations involving homemaking responsibilities. 
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President’s Letter 


MEDICINE’S ANSWER 


American organized medicine has answered the challenge. It has worked to 
produce a system of voluntary health insurance plans throughout America which 
would serve as an answer to the proponents of government-controlled compulsory 
health insurance. Those proponents have long challenged medicine to provide 
better protection against the emergency costs of medical care. 

Development of vast numbers of voluntary health insurance plans has been con- 
tinuing and progressing rapidly during the past few years. 

Since 1940, when there were only fifteen voluntary health insurance plans 
in existence, this development has increased to a point where there are now eighty- 
four such plans operating in the United States. Every one of these eighty-four 
plans is sponsored or approved by the medical profession or co-ordinated with 
local hospital insurance plans. 

Over the years voluntary health insurance has progressed as follows: in 1940, 
six new voluntary plans were established; four in 1941; three in 1942; six in 
1943 and 1944; fifteen each during 1945 and 1946; twelve during 1947; 
two during 1948; five during 1949; four during 1950 and three during 1951. 

The growth in enrollment in these voluntary health insurance plans, although 
not as rapid, has shown a steady increase. 

At the end of 1945, 2,840,000 people were enrolled in voluntary health insur- 
ance plans sponsored or approved by the medical profession or co-ordinated with 
local hospital benefit plans. This number increased to five million during 1946. 
By the end of 1947, 7,300,000 subscribers and dependents were enrolled in these 
programs. This figure increased in 1948 to 10,600,000. The number enrolled 
was 14,600,000 by the end of 1949, and almost 20 million persons were protected 
by December 31, 1950. By December 31, 1951, almost 24 million persons were 
insured. 

In addition, commercial insurance companies and fraternal societies had insured 
approximately 50 million individuals against hospital, surgical and medical ex- 
penses through December 31, 1948. 

Growth in numbers of persons protected and number of plans operating does 
not indicate the full story. It should be noted that this type of protection is 
subject to almost constant change and development. The basis of payment of many 
programs has been expanded and the amounts of many benefits have been 
adjusted to keep pace with economic trends. 

This continued increase in enrollment and in the number of voluntary health 
insurance plans is proof of public acceptance of the idea of preplanning and budg- 
eting some of the costs of illness, injury and disability. 

Also, it is striking evidence of the role American medicine has played in con- 
tinuing to provide more and better medical care for the people of the United 
States. 

It is reasonable to assume that this growth will not stop at this point. However, 
proponents of government medicine are still active. Organized medicine, and 
those interested in curbing further government control of private fields, can con- 
tinue to work for greater progress in this field, for this progress, no matter how 
impressive, cannot be considered the ultimate answer. Development will continue, 
for the medical profession will not be satisfied with the status quo. 


<PMtrne A, 


President, Minnesota State Medical Association 
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. Editorial ° 


Car B. Drake, M.D., Editor; Georce Eart, M.D., Henry L. Utricu, M.D., Associate Editors 





BACK DOOR ENTRANCE 


UST as the medical profession had come to 

feel rather complacent at having apparently 
averted for the time being, at least, the threat of 
compulsory government health insurance, there 
now looms on the near horizon the possibility of 
a back-door entrance of this highly undesirable 
proposal by means of our country’s various inter- 
national commitments. 

The International Labor Organization which 
has been in existence some thirty-five years and 
of which our government is a member, met in con- 
ference last June in Geneva, Switzerland, and ap- 
proved a so-called “convention” on minimum 
standards of social security. This included medi- 
cal care, sickness benefits, unemployment benefits, 
old-age benefits, employment injury benefits, fam- 
ily benefits, maternity benefits, invalidity (disa- 
bility) benefits, and survivor benefits. A “con- 
vention” is in the nature of a treaty and requires 
a two-thirds vote by the U. S. Senate only for 
ratification. A county may ratify this ILO con- 
vention if it promises to meet at least four of the 
nine benefit programs enumerated. 

This convention stipulates that ‘“a ratifying 
country may provide a system of compulsory 
health insurance to take care of its workers.” 
Voluntary health insurance is acceptable only if 
(1) it is supervised by public authorities or ad- 
ministered by joint operation of employers and 
workers according to standards set by public 
authorities and (2) it covers a “substantial part” 
of persons whose earnings do not exceed those of 
skilled employees. Medical care benefits under 
the convention would have to include (1) general 
practitioner care ; (2) specialists’ care ; (3) essen- 
tial pharmaceutical supplies; (4) hospitalization. 

It would seem that if the convention of the ILO 
is adopted by the Senate and medical care is one 
of the four benefit programs specified, we shall 
have substantially federally controlled medicine. 

While it is said that the chances of ratification 
of this convention by the Senate are at present 
slight, there is no time limit as to when the con- 
vention may be submitted for ratification. The 
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ILO constitution, however, attempts to set a limit 
by stipulating that a member country shall place 
the convention before its legislative body not later 
than eighteen months after the close of the ILO 
conference at which it was adopted. Physicians 
will therefore have to be on the alert to prevent 
the adoption of this convention by the Senate 
without warning at any time within the next two 
years. 


There is reason for some concern lest certain 
un-American ideologies become serious threats to 
our American way of life as a result of our in- 
ternational dealings. This convention on mini- 
mum standards of social security approved by the 
ILO at Geneva, Switzerland, in June is an ex- 
ample. Socialistic policies have dominated the 
ILO and when it requested and received a state- 
ment by a group of consultants from the World 
Health Organization on the subject of medical 
provisions which should be included in the pro- 
posed convention, the socialistic character of the 
WHO consultants was evident. They discarded 
from consideration the concept of fee for service 
and lauded the salary basis for providing medical 
care. No practitioner of medicine was included 
in this group of consultants, and the United States 
representative was Dr. Henry E. Sigerist, former- 
ly of Yale University and at present a resident of 
Switzerland. As a result of this statement by 
the WHO consultants, the Secretary General of 
the World Medical Association sent a statement 
by the Council of the World Medical Association 
opposing the philosophy of socialism and lauding 
that of private enterprise to ILO members. In 
spite of this-action, the convention favoring as- 
sumption of medical activities by the government 
was recommended by the ILO. 

In condemning socialism in general, we equally 
heartily condemn the ideas which are expressed 
at times in print condemning nationalism which 
means patriotism. We trust that the suggestion 
that history be rewritten, omitting the outstand- 
ing accomplishments of countries, our own in par- 
ticular, in an effort to quell the fervor for patri- 
otism will not succeed. Patriotism is love for 
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one’s family and neighbors and will always be a 
noble passion. Keen as we are for co-operation 
between nations in the interest of world peace, 
we are just as firmly opposed to having our way 
of life altered by foreign coyntries. 


CHLOROMYCETIN AND BLOOD 
DYSCRASIAS 


N VIEW of the reports which have been ap- 
pearing in the literature of blood dyscrasias 

(aplastic anemia, thrombocytopenic purpura, gran- 
nulocytopenia, and pancytopenia) following the 
use of chloramphenicol (Chloromycetin), an in- 
vestigation was undertaken by the Food and Drug 
Administration of the Federal Security Agency, 
the National Research Council’s Division of Medi- 
cal Sciences and the manufacturer, Parke-Davis 
and Company. 

A committee of oustanding authorities on hema- 
tology and infectious diseases headed by Dr. John 
Holmes Dingle, Professor of Preventive Medicine 
at Western Reserve University, Cleveland, Ohio, 
reviewed the records of some 410 cases of serious 
blood disorders, of which 177 were definitely 
known to have been associated with the use of 
Chloromycetin. In sixty-one of the 177 cases, 
Chloromycetin was the only drug administered 
while other drugs had also been given in the re- 
maining 116 cases. In both groups there had been 
a 50 per cent mortality. A group of sixty-five 
more cases in which Chloromycetin may or may 
not have been involved continues under investiga- 
tion. The number of fatalities is small in view of 
the 8,000,000 patients who have received the drug. 

A report of a special committee of the National 
Research Council’s Division of Medical Sciences 
of which Dr. M. C. Winternitz is chairman, con- 
cludes that serious cases of blood dyscrasias fol- 
lowing the use of Chloromycetin are uncommon 
but of sufficient importance to warrant a warning 
on the label of the drug against its indiscriminate 
use or for minor infections. When prolonged or 
intermittent administration is required, adequate 
blood studies should be carried out. 

In other words, Chloromycetin is a valuable 
drug but like so many others should be used with 
care and only where definitely needed. The fact 
that its use has been associated with a certain 
number of fatalities does not outweigh its thera- 
peutic value in certain infections. It will still be 
available on prescription. 
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EDITORIAL 


MINUTE WOMEN POLITICALLY MINDED 


N our June issue appeared an editorial entitled 

“Minute Women.” Having heard an address 
by Suzanne Silvercruys Stevenson, we were much 
impressed by the avowed purposes of the organ- 
ization known as “Minute Women.” We still 
heartily endorse all of them. Imagine our sur- 
prise, however, when Mrs. Stevenson in the 
Newsletter of the organization for June 15 came 
out strongly for two candidates for the presidency 
and as strongly opposed others—this by the head 
of an organization which claims to be a “non- 
partisan group.” We were not too surprised 
therefore, to learn in the letter sent out under date 
of August 11 by the Minute Women that Suzanne 
Stevenson is disassociating herself temporarily 
from the organization in order to accept the posi- 
tion of co-chairman and treasurer of the new 
political party recently formed in Chicago and 
more recently named the Constitution Party. Ap- 
parently Mrs. Stevenson was unable to keep her 
self and the Minute Women out of politics. She 
is correct in severing her relations with the or- 
ganization but should have refrained from utiliz- 
ing the organization’s Letter for voicing her 
political preferences. We shall be interested to 
observe whether Minute Women will adhere in 
the future to its claim of being non-partisan in 
character. 





THE HOSPITAL DOLLAR 


The following is a condensation of a talk given by 
Mr. George Wood, administrator of Peralta Hospital, 
to members of the Medical Staff. Mr. Wood was asked 
to make his manuscript available to the Editorial Board 
for publication im this issue of the BULLETIN. 

“This bill is terrible, and I’m not going to pay it!” 
The hospital cashier was having a bad time with the 
husband of a patient. “How can you expect a working 
man like me to pay $128 for three days of care? What 
we need is hospitals run by the government.” 

The man’s wife had been brought into the hospital 
for an emergency appendectomy three days before. The 
bill, broken down, covered $52.50 for the room for three 
days, $60.00 for the surgery, $10.50 for rout‘ne lalora- 
tory, and $5.00 for drugs, et cetera. 

The man did pay the bill finally—a little sheepishly 
and shamefacedly, after he was favored with a cool and 
friendly analysis of the charges and a comparison o} 
them with his own economy. 

The man was a plumber. He was asked, first, if the 
service his wife had received was satisfactory, and he 
agreed that the meals were good, the linen was clean, 
the nurses were courteous, competent, the hospital was 
obviously carefully and effectively operated in every 
way. He had no complaint as to the prompt and com- 
petent treatment of the patient. : 

“What would it cost the hospital,” he was asked, “if 
you were to provide it with plumbing service over a 
continuous three-day period?” 

(Continued on Page 877) 
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Medical Economics 








Edited by the Committee on Medical Economics 
of the 
Minnesota State Medical Association 
George Earl, M.D., Chairman 











LIVING COSTS MORE THAN 
MEDICAL CARE 


According to a recent release by the American 
Medical Association Bureau of Medical Economic 
Research, the index of the prices of all items in 
the consumers’ budget has risen almost twice as 
many points as the price of medical care. The 
report, presented by the bureau’s director, Dr. 
Frank G. Dickinson, states: 


“The Consumers’ Price Index rose 13.7 points in 1951, 
and the index of medical care and drugs rose 7.1 points. 
In 1951, the Consumers’ Price Index reached an all- 
time high of 185.6 while the index of the prices of 
medicz al care and drugs stood at 155.0. While the Con- 
sumers’ Price Index has been considerably higher than 
the index of medical care prices in recent years, the 
spread between the two indexes became even more pro- 
nounced during 1951. The Consumers’ Price Index had 
risen 86% since the base period, while the cost of 
medical care rose only 55%. In terms of purchasing 
power of the consumer dollar, medical care was 16% 
rrr in 1951 than in 1935-1939, that is, 155.0 is 84% 
of 185.6.” 


The article went on to explain that the Con- 
sumers’ Price Index is a widely used index of 
prices of goods and services in the United States. 
The report says that “the Consumers’ Price Index, 
which is compiled by the U. S. Bureau of Labor 
Statistics, measures monthly the changes since 
1935-1939 in the prices of fixed quantities of 
goods and services normally purchased by moder- 
ate-income families in large cities. The indexes 
of the medical care items are a small part of the 
entire index. This index is considered our best 
general measure of the purchasing power of the 
consumer dollar and is widely used to determine 
wages in labor negotiations.” 


Item Prices Noted 


The Bureau report expands its discussion of 
medical care prices by reporting individual item 
changes during the past year. It lists separate 
items as: “the index of medical care excluding 
drugs was 160.9 in 1951 and the index of pre- 
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scriptions and drugs, 128.4. The index of physi- 
cians’ fees (general practitioner, surgeon, and 
specialist) was 145.2; of general practitioners’ 
fees, 145.2; and of surgeons’ and specialists’ fees, 
144.3. The index of dentists’ fees was 160.0 and 
of hospital rates, 260.7. The price index of group 
hospitalization, which was recently added to the 
items priced by the Bureau of Labor Statistics 
(December, 1950—100). was 103.1 in 1951; thus 
group hospitalization (Blue Cross premium rates ) 
rose 3.1% during 1951, the first full year covered 
by this newly added index.” 


The report emphasizes that with the exception 
of hospital rates, the indexes of each medical care 
item were considerably below the 
In fact, it is seen that if the hospital 
portion of the index of medical prices were ex- 
cluded, this index would be even lower than the 


reported level of 155.0. 


Consumers’ 
Price Index. 


Hospital Costs Interpreted 


Because hospitals are buyers of large quantities 
of food and labor, the report stated that they feel 
the full impact of inflationary forces: “They must 
adjust their rates to cover the vastly increased cost 
of the materials they purchase. The hospital’s 
costs are not stabilized by such customary ac- 
counting items as depreciation and taxes, because 
most hospitals are charitable institutions.” 


Dr. Dickinson also noted that the hospital index 
may also be uniquely affected by the choice of the 
base period. He says: 


“While 1935-1939 is considered a relatively normal 
period by most economists for the purpose of general 
comparisons, in the case of hospitals it may have some 
shortcomings. For example, the shortening of the 
nurses’ working day to eight hours, which would con- 
siderably affect the labor costs of hospitals, was not 
fully realized until after 1935-1939. . The index of 
hospital prices is for room rates only. ’ The prices of 
laboratory and other services are not sampled. The 
index of prescriptions and drugs does not cover any of 
the ‘wonder drugs’ of recent years.” 
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CONGRESS TRIMS PUBLIC HEALTH 
BUDGET 


The slow process of obtaining funds by federal 
appropriation, and the many congressional and 
committee storms an appropriation bill must 
weather, are seen in the United States Public 
Health Service budget for fiscal 1953. The 
amount granted by Congress, although lower than 
current year expenditures, is enough to keep pro- 
grams going at about their present pace. 

According to a recent article in Modern Medi- 
cine the budget is a fair example of the amount 
of money Congress is willing to spend on health 
activities, such as grants to states and federal 
research and educational work. The article states, 
“This year all Public Health Service spending 
will total around $348.5 million. When, last fall, 
PHS officials started conferring with Budget Bu- 
reau officials on next year’s budget, they asked for 
a considerable increase, although they are not 
permitted to disclose just how much. But the 
Budget Bureau decided that, everything con- 
sidered, PHS should not spend more than $302.5 
million in the next fiscal year. That was the total 
of requests the Bureau allowed to be submitted to 
Congress.” 

The article described the next process: 

“Next, subcommittees of the House Appropriations 
Committee called PHS officials up on Capitol Hill to 
justify individual budget items, one at a time. When 
this generally painful process was concluded, the full 
committee looked over the resulting figures and set a 


maximum expenditure of $280 million, a reduction of 
about 8% from the Budget Bureau figures.” 


After House passage of the budget, the figure 
was $800,000 short of the original amount. But, 
the article stated, “the experienced men knew that 
all was not lost; there was still the Senate.” 


Senate Increases Figure 


Eventually the Senate Committee made an in- 
dependent estimate of what the PHS should have 
to spend—$283 million, an increase of several per- 
centage points over the House figure. 

It is interesting to note that the Senate Com- 
mittee voted substantial increases in funds for 
cancer and heart disease research and grants. The 
article comments: “Some persons who have 


watched the process for years believe there’s a 


relationship between these particular annual in- 
creases and the hope of some senators that cures 
will be perfected in time to save them personally. 
Whatever reasons the senators may have, funds 
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for cancer and heart work were increased a total 
of more than $5 million.” 

The House and Senate comparative figures read 
thusly : 

Cancer Institute—$15,371,000 asked, $15,250,- 
000 approved by the House Committee and 
House; $17,887,000 approved by Senate Com- 
mittee. 

Heart Institute—$9,749,000 was asked, $9,600,- 
000 approved by the House Committee and 
House; $12,000,000 approved by Senate Com- 
mittee. 

The Senate Committee also recommended $195,- 
000 more than the House for mental health work 
and $50,000 more for the National Institutes of 
Health. : 

The ease with which the Senate seems to be able 
to appropriate funds for health and health re- 
search purposes, would indicate these things : pos- 
sibly they are extra anxious to have health stand- 
ards continue to improve above the present high 
level; and/or they would be equally vulnerable 
to arguments requesting increased appropriations 
to run compulsory health insurance, should such 
a thing occur in this nation. The medical profes- 
sion will do well to keep an ever-watchful eye on 
such impressionable people as our senators and 
representatives have proven themselves to be. 


NATIONAL HEALTH PLAN 
SPONSORED BY UNION 


Proving that the issue of compulsory national 
health insurance is not dead, the recent 18th bi- 
ennial convention of the Amalgamated Clothing 
Workers of America has passed a national health 
insurance resolution. 

The labor union takes cognizance of, but doubts 
the value of, the progress made in the nation’s 
health under the present voluntary system of doing 
things. It says that despite the tremendous ad- 
vances in medical science achieved in recent years, 
the health needs of this nation have not been met. 
There are too few doctors, nurses, hospitals, 
clinics and medical schools, the group asserts, and 
the cost of these services makes it impossible for 
a great many Americans to obtain adequate medi- 
cal care. 

And then it advocates blindly the system that 
will stymie the present progress of medical science. 
It states: 


“Resolved, that the 18th biennial convention of the 
Amalgamated Clothing Workers of America (1) Calls 
upon Congress to pass legislation establishing a nation- 
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wide health insurance program which will provide the 
people of our nation with the needed medical services, 
facilities and personnel. (2) Urges the passage of a 
federal assistance program to professional medical and 
nursing schools through scholarships and grants to 
students . . .” 


THE MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul 2, Minnesota 


Julian F. DuBois, M.D., Secretary 


SUPREME COURT OF MINNESOTA DECLARES 
VITAMINS TO BE DRUGS AND MEDICINE 


Re. Milton Culver doing business as Culver’s Food 
Market vs. John Nelson, John J. Pastenacki, Victor E. 
Feit, J. Norman French, B. A. Deterling and F. W. 
Moudry. (Minnesota State Board of Pharmacy.) 


The Supreme Court of Minnesota, in a unanimous de- 
cision, has held that pure and concentrated vitamins or 
combinations of pure and concentrated vitamins, natural 
or synthetic, carried in an excipient, solid or liquid, and 
offered for sale as tablets, capsules, or in liquid form, 
are drugs within the meaning of the laws of the State 
of Minnesota. The lawsuit was instituted by a grocer, 
Milton Culver of the City of Saint Paul, Minnesota, 
who sought a declaratory judgment to determine his 
right, and those similarly situated, to sell at retail, tablets, 
capsules or liquids, containing vitamins, in their original 
packages as prepared by the manufacturer or distributor. 
The case was first tried in the District Court of Ram- 
sey County before the Hon. Albin S. Pearson who held 
that the plaintiff had no right to sell such vitamins. An 
appeal was taken to the Supreme Court of Minnesota 
by the plaintiff. 


In its decision the Supreme Court of Minnesota also 
held that such vitamins are not common household 
preparations sold exclusively for nonmedicinal purposes. 
The Supreme Court, likewise, held that such vitamins 
are not excepted from the operation of the laws of the 
State of Minnesota as being non-habit forming, harmless 
proprietary medicine. Lastly, the Court held that such 
laws are not in violation of the constitution of the State 
of Minnesota. In its decision the Supreme Court stated: 


“The opinion of the many eminent specialists in 
the field of medicine and chemistry called by de- 
fendants is that the vitamin products here involved 
are drugs. We conclude that they meet all the re- 
quirements under the definition of a drug in our 
statute.” 


The decision of the Supreme Court makes it clear 
that under the laws of the State of Minnesota the sale 
of vitamins is restricted to licensed and registered phar- 
macies and to licensed and registered doctors of medicine. 
From a public standpoint, the decision is extremely im- 
portant and will be heartily approved by the medical 
Profession as well as the pharmaceutical profession. The 
State of Minnesota was represented in the case by the 
Hon. J. A. A. Burnquist, Attorney General, and by 
George B. Sjoselius, Deputy Attorney General. 
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THE HOSPITAL DOLLAR 
(Continued from Page 874) 


“Plumbers rates are $22.00 for an eight hour day,” he 
replied. 

“What about the two night shifts?” he was asked. 

“Those would be at double time. That would be 
$44.00, each.” 

“So the cost for one day of constant attendance by 
one plumber would be $110.00.” 

“That’s right. And for three days, it would be 
$330.00.” 

“And that’s for wages alone. It doesn’t include ma- 
terial. It takes more than 400 full-time employes to 
operate Peralta Hospital—2%4 employes for every pa- 
tient, or 5/6ths of one person’s efforts, around the 
clock, for your wife. In addition to this time, the hos- 
pital supplied food, linen, medication, surgical equip- 
ment, laboratory services, telephone services, dressings 
and techniques and skills which are at least as special- 
ized as those of a skilled trade such as yours. In addi- 
tion, the hospital assumed a tremendous responsibility 
for the safety of your wife.” 

There was a pause. “Do you still think your bill is 
too high?” 

“For the first time,” he said, “someone has taken the 
time to explain hospital charges to me, in language I 
can understand.” 

As gracefully as he could, the husband went out and 
paid his bill. He left with a good feeling. 

The incident inspired some further analysis of com- 
parative hourly costs of hospitalization compared with 
going rates among skilled trades. An electrician’s rate 
per hour is $2.75, a machinist’s $2.41, a teamster’s $1.81, 
a laborer’s $1.70. An analysis made of 70,516 patients 
admitted to Bay Area Hospitals during 1951 represented 
374,027 patient days, or 8,976,648 hospital hours. Total 
money paid by these 70,516 patients was $10,003,042, a 
cost of $1.11 per hour, for all hospital services, including 
laboratory, surgery, et cetera. 

The prevalent public misunderstanding of hospital 
charges is a good example of our failure in communica- 
tions.—Reprinted from the Bulletin of the Alameda- 
Contra Costa Medical Association, June, 1952. 


HOSPITALS CLOSED FOR LACK OF FUNDS 


The Public Health Service is being forced to close 
four of its general hospitals as a result of Congressional 
cuts in Veterans Administration appropriations, Oscar 
R. Ewing, Federal Security Administrator, announced 
recently. He explained that funds cut would have 
provided contract care for Veterans Administration 
patients in Public Health Service hospitals. 

The hospitals, located in Kirkwood, Missouri, Mobile, 
Alabama, Portland, Maine, and San Juan, Puerto Rico, 
will discontinue admitting patients within a few days 
and will be converted to outpatient clinics as soon as 
provisions can be made for their present patients. 

* Dr. Leonard A. Scheele, Surgeon General of the 
Public Health Service, stated that this unexpected cut 
amounts to about $1.5 million and requires a reduction 
from 650 to 375 in the number of Veterans Administra- 
tion patients cared for by the Public Health Service. 

Patients in Public Health Service hospitals include 
American merchant seamen, officers and enlisted men of 
the Coast Guard, Federal employes injured in line of 
duty, and others for whom the Service is responsible 
under law. 
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AMERICAN MEDICAL ASSOCIATION 


House of Delegates—Summary of Proceedings 
Chicago—June 9-13, 1952 


The House of Delegates convened on Monday, June 9, 
in the Red Lacquer Room of the Palmer House, Chi- 
cago, and was called to order by the Speaker, Dr. F. F. 
Borzell, at 10 a.m. 

After preliminary proceedings including the invoca- 
tion, the roll call and adoption of proceedings of the 
clinical session in Los Angeles, the House elected a Vice 
Speaker, Pro Tem, in the absence due to illness of the 
regular Vice Speaker, Dr. James R. Reuling. Dr. E. 
Vincent Askey of California was elected. Dr. Paul 
Dudley White of Boston was elected to receive the Dis- 
tinguished Service Award. 

The House then heard the address of the Speaker 
which paid tribute to the high quality of men com- 
prising the House of Delegates and the fine work they 
are doing. The Speaker then read the names of mem- 
bers of reference committees. 

The address of the President, Dr. John W. Cline, 
was then heard by the House. Presenting a résumé of 
the past year’s accomplishments, Dr. Cline stated that 
American medicine is “stronger, more unified and better 
able to prevent the destruction of the high standards of 
medical care inevitable in socialistic schemes.” 

The Speaker then presented to the House the Presi- 
dent-Elect, Dr. Louis H. Bauer, and Dr. Ernest E. Irons, 
Past President, who presented invited guests. 


President’s Commission 


The House considered a resolution regarding the 
President’s Commission on Health Needs of the Nation, 
and after considerable discussion passed the following 
resolution: WHEREAS, The House of Delegates for 
many years has clearly enunciated principles of policy 
for dealing with problems concerning the health needs of 
the Nation; and WHEREAS, the Officers and Board 
of Trustees of this Association have diligently followed 
these principles; now therefore be it RESOLVED, That 
the conduct of the officers and Board of Trustees re- 
garding the President’s Commission is a re-affirmation of 
the principles subscribed to by the vast majority of the 
members of the American Medical Association. 


Report of Board of Trustees 


Dr. Dwight H. Murray, Chairman of the Board of 
Trustees, presented his report. He reported that the 
Association will have a decrease in revenue of approxi- 
mately $250,000 from discontinuance of the Fellowship 
classification. His report also included recommendations, 
and discussions of: deferment of students, reactivation 
of the Fellowship classification to include donors to the 
American Medical Education Foundation, tax deductions 
for postgraduate study, certain legislation of the 82nd 
congress, fluoridation of public water supplies, the 
“Legislative Review,” the invitation for the 1955 con- 
vention, civil defense, honoraria for president and presi- 
dent-elect, Advisory board to Board of Trustees, Ad- 
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visory Committee on Policy, Washington property, local 
health councils, dues for 1953, uniform types of mem- 
bership, Health Home Council, case finding methods, 
general practitioner’s award, S. 1140, certification of 
clinical psychologists, H. R. 7800. 

The report was referred to proper reference commit- 
tees. The report was discussed section by section. Ap- 
proval was given to the Board’s recommendation of a 
$50 a day honorarium for the president and president- 
elect in handling Association business, broadening the 
scope of the Advisory Committee on Policy, continued 
search for suitable property in Washington for perma- 
nent headquarters for the Washington office, $25 dues 
for 1953. 

The Reference Committee on Medical Military Affairs 
approved the Board’s recommendation pertaining to co- 
ordination between the Federal Civil Defense Admini- 
stration and military organizations. 

The Reference Committee on Miscellaneous Business 
recommended that the Board of Trustees be authorized 
to appoint a committee to study the problem of uniform 
types of membership. The committee concurred in the 
Board’s recommendation that the House be freed from 
the responsibility of electing the outstanding general 
practitioner of the year. 

The Reference Committee on Hygiene and Public 
Health approved the Board’s request in regard to setting 
up a Health Home Council and added two minor changes 
and outlined some basic requirements. 

The Reference Committee on Insurance and Medical 
Service approved the Board’s acceptance of a proposal 
to encourage development, in offices of physicians, of 
case finding methods for tuberculosis, of a type even 
more effective than the services provided by voluntary 
health agencies and departments of public health in mass 
surveys. The committee takes cognizance of the work 
done by the Board-appointed committee on Federal 
Medical Services. Final reports of this committee will 
be heard at the December interim session. 

The Reference Committee on Legislation and Public 
Relations concurred in approval of the resolution favor- 
ing establishment of a federal board on hospital services 
to determine the need and location of proposed new 
federal hospitals. 

The Reference Committee on Medical Education and 
Hospitals recommended disapproval of a resolution to 
foster establishment of state boards for certification of 
clinical psychologists. 

The Reference Committee on Legislation and Public 
Relations favored adoption of resolutions relative to a 
proposed amendment to the U. S. Constitution prohibit- 
ing making of any treaty or executive agreement which 
is in conflict with the Constitution or which may operate 
to regulate any of the purely domestic affairs of the 
United States. 

After the Speaker introduced the delegates from the 
Student American Medical Association, the House heard 
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the report of the American Medical Education Founda- 
tion, presented by Dr. Elmer L. Henderson, the Founda- 
tion’s president. Dr. Henderson reported that the sum 
contributed so far by individual physicians is $121,000. 

Dr. Elmer L. Henderson then presented the report of 
the Co-ordinating Committee, and this was approved by 
the House. 

The report of the Reference Committee on Amend- 
ments to the Constitution and By-Laws was approved by 
the House, adopting changes making single membership 
classification a part of the constitution, and restricting 
terms of office of members of standing committees. 

The report of the Council on Medical Education and 
Hospitals was read by Dr. H. G. Weiskotten, and ap- 
proved by the House. 

The report of the Committee on Blood Banks was 
read by Dr. Herbert P. Ramsey, Co-Chairman, which 
was approved and commended. It reported progress on 
blood procurement programs and related fields. 

The House approved a resolution commending the 
heroic efforts of Dr. Walter H. Roehll in helping pas- 
sengers of the train stalled in the Sierras last winter. 

The House adopted a resolution requiring the records 
of the Judicial Council to be made into a permanent file, 
for availability to the membership on discretion of the 
editors of the Journal of the American Medical As- 
sociation. 

The House adopted a resolution requiring provision 
of Alternate delegates with badges for House sessions. 

The House resolved to request the Council on Con- 
stitution and By-Laws to study and re-evaluate the Princi- 
ples of Medical Ethics and report back its recommenda- 
tions. 

The House approved a resolution condemning the 
International Labor Organization’s proposal to provide 
full-time salaried medical service to the United States 
as socialized medicine. 

The House adopted a resolution reaffirming its previous 
stand that Negroes be admitted to medical societies where 
discrimination had been practiced. Progress was noted in 
this respect in the resolution. 

The House approved a resoluticn supporting the Reed- 
Keogh bills which provide for establishment of retire- 
ment plans for the self-employed. 

The House recommended that the Board of Trustees 
restudy the method and amount of compensation paid to 
state societies for the collection of AMA dues after con- 
sultation and conference with the organization of secre- 
taries and officers of state societies. 

The House adopted a resolution disapproving of the 
policy of veterans hospitals of accepting non-service- 
connected disability cases. 

The House adopted a resolution changing the By- 
Laws to include the Section Delegate in the Executive 
Committee of the Section. 

The House adopted a resolution requiring payment 
of expenses of Section Delegates in representing the 
Section at the House of Delegates meetings twice an- 
nually, 

The House adopted a resolution approving transfer of 
seriously disabled veterans from service hospitals to 
Veterans Administration facilities. 


The House referred to the Board of Trustees a recom- 
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mendation for reactivation of the Committee on Motor 
Vehicle Accidents. 


The House recommended adoption of the resolution 
stating that the American Medical Association does not 
support any political party or any candidate for elective 
public office. 

The House approved resolutions amending the By- 
Laws to change the date of deciding on the apportion- 
ment of delegates from state associations from December 
1 to December 31 of each year, and a provision allowing 
a duly elected delegate or alternate to finish his unexpired 
term even though that state’s delegation apportionment 
has been reduced. 

The House approved a resolution requiring a _ re- 
study by the Council on Medical Education and Hos- 
pitals of the policy of establishing residencies and intern- 
ships toward correcting the imbalance between the large 
number of established internships and residencies and 
the small number of physicians available to fill them. 

The House adopted a resolution recommending that 
the Veterans Administration be required to furnish a 
form or signed statement for eligibility to pay for serv- 
ices rendered by the VA. 

The House adopted a resolution recommending an 
amendment to the Constitution of the United States 
which would limit the taxing power of the federal 
government. 


The House then heard a few brief remarks from Dr. 
Ernest E. Claxton, Assistant Secretary of the British 
Medical Association. Dr. Claxton stated, “I believe that 
medicine’s role and destiny in this atomic age is to give 
the nations of the world the answer, the secret of living 
together, that medicine can be an inspiring, uniting and 
cleansing force in the nations, and that we move from 
treating sick people to treating a sick world.” 

Dr. John M. Galbraith, President of the Nassau 
County, New York, Medical Society, presented Dr. Louis 
H. Bauer with a gavel. 


The House heard the supplementary report of the 
Board of Trustees presented by Dr. Dwight H. Murray, 
Chairman. Approval was given to opposition to any 
regulation which would allow intern service to count 
against total military and reserve obligation; and ap- 
proved a posthumous Citation for Distinguished Serv- 
ice to Mr. Howard W. Blakeslee, science editor for the 
Associated Press. 

The House heard a telegram from Mr. Millard Cald- 
well, Federal Civil Defense Administrator, commending 
the American Medical Association for the development of 
its excellent and far-reaching program of civil defense 
medical preparedness. 

Dr. Elmer L. Henderson, president of the American 
Medical Education Foundation, received for the Founda- 
tion a $10,000 check from the Woman’s Auxiliary to the 
American Medical Association. 

The House adopted a resolution officially expressing 
commendation and heartfelt thanks to Dr. Cline for his 
devotion to the ideals of the profession and his real con- 
tributions toward its advancement. 

The House adopted a resolution urging the Advisory 
Board of Medical Specialties to take action so that 
participation in emergency medical service should not 
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prejudice the standing of a physic'an with a specialty 
board. 

Dr. Gunnar Gundersen, Chairman of the Joint Com- 
mission on Accreditation of Hospitals, presented Dr. 
Edwin L. Crosby, Baltimore, newly chosen director of 
that commission. 

The House unanimously adopted a resolution con- 
demning the passage of H. R. 7800 as a breach of faith 
by the administrat‘on with those who would benefit from 
this bill in a flagrant attempt to railroad through a pro- 
vision to aid in the socialization of medicine which 
could not possibly be adopted if consi‘ered openly and 
fairly. 

Election of officers followed : 


“hasta J. McCormick, M.D., Toledo, 

hio 

Vice President—Leo F. Schiff, M.D., Plattsburg, New 
York 

Secretary—George F. Lull, M.D., Chicago 

Treasurer—J. J. Moore, M.D., Chicago 


Speaker, House of Delegates—James R. Reuling, M.D., 
Bayside, New York 


Vice Speaker, House of Delegates—E. Vincent Askey, 
M.D., Los Angeles, California 


The House elected Drs. Dwight H. Murray, Napa, 
California, and James R. McVay, Kansas City, Missouri, 
as members of the Board of Trustees. 

Dr. Homer L. Pearson, Jr., Miami, Florida, was 
elected as a member of the Judicial Council. 

Dr. Stanley P. Reimann, Philadelphia, Pennsylvania, 
was elected as a member of the Council on Scientific 
Assembly. 

The House elected the following members of the 
Council on Medical Education and Hospitals: Dr. 
Herman G. Weiskotten, Skaneateles, New York; Dr. 
John W. Cline, San Francisco, California; Dr. James M. 
Faulkner, Boston, Massachusetts; Dr. Charles T. 
Stone, Sr., Galveston, Texas; Dr. Leland S. McKittrick, 
Boston, Massachusetts. 

Elected to the Council on Medical Service were: Dr. 
Elmer L. Hess, Erie, Pennsylvania; Dr. Carlton E. 
Wertz, Buffalo, New York; Dr. James Q. Graves, Mon- 
roe, Louisiana. 

Dr. James Stevenson, Tulsa, Oklahoma, was elected a 
member of the Council on Constitution and By-Laws. 

The House voted to accept the invitation to hold the 
Annual Session in Atlantic City, N. J., in 1955. 

The following were elected as Affiliate members: Dr. 
Theodore F. Braun, Columbus, Ohio; Dr. John A. 
Cremer, Dembi Dollo, Ethiopia; Dr. Burton C. Dyson, 
Hamadan, Iran; Dr. Ivanoel Gibbins, Ambala City, 
Punjab, India; Dr. Paul Stayer Hoover, Bulsar, Surat 
District, India; Dr. John F. Sheldon, Salisbury, Southern 
Rhodesia, Africa; Frederick Gudernatsch, Ph.D., Sc.D., 
New York. 

Dr. Edward J. McCormick, newly elected president- 
elect, then addressed the House, and pledged to do every- 
thing in his power for American medicine and for the 
preservation of the democracy which has made this 
country the greatest country in the history of the world. 

Dr. F. F. Borzell, retiring Speaker of the House, 
expressed his extreme appreciation for the courtesies 
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that had been shown to him. The House gave Dr, 
Borzell a rising vote of thanks. 

After extending thanks and cordial greetings to the 
Chicago Medical Society and the Illinois State Medical 
Society for the hospitality and fine treatment received 
at the meeting, the House of Delegates adjourned at 
approximately 4:40 p.m., June 12, 1952. 

GeorcE A. Eart, Saint Paul 
J. ARNOLD BarcEN, Rochester 
W. W. WIL, Bertha 
Delegates to the American 
Medical Association 


LIPOSARCOMA OF THE TRANSVERSE 
MESOCOLON 


(Continued from Page 869) 


should be kept in mind when one is confronted 
with tumors of soft tissues in the regions in which 
fat is normally deposited. 
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Parenteral Alimentation 
Facilitated with ALIDASE 


For either rapid or slow administration of fluids, the use of 
ALIDASE® —highly purified hyaluronidase—places hypodermo- 
clysis on a practical basis. When Alidase is added to the first 
few cubic centimeters of fluid, absorption from subcutaneous 
tissue is greatly facilitated. Injection is thus permitted 

at a convenient site with little or no swelling or dis- ‘[asaumco} 
comfort, without arm boards and without many of the = Q#mas 
difficulties encountered with intravenous injection. 
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In Memoriam 





DAVID DERRICK ANDERSON 


Dr. David D. Anderson, a native of Minneapolis, and 
since his graduation from the University of Minnesota 
Medical School in 1920, a practitioner there, died July 
31, 1952 at the age of sixty-two. 

Dr. Anderson was born September 19, 1889. He in- 
terned following his graduation at the City and County 
Hospital in Saint Paul and in the Swedish Hospital in 
Minneapolis. Staff memberships were held in Swedish 
and Mount Sinai Hospitals. In 1936, he made a trip to 
Vienna for postgraduate work. 

He was a member of the Hennepin County Medical 
Society, the Minnesota State Medical Association and 
the American Medical Association and of the American 
Academy of General Practice. He served on the board 
of deacons of the First Evangelical Free Church in 
Minneapolis for more than twenty years. 

Dr. Anderson is survived by his wife, Signe, a son, 
David, and a daughter, Patricia. His father, Albert J. 
Anderson, two brothers and two sisters also are living. 


MELVIN W. BINGER 


Dr. Melvin W. Binger, a member of the Mayo Clinic 
staff from 1930 to 1946, died at his home in Chattanooga, 
Tennessee, on July 26, 1952. 

Dr. Binger was born October 27, 1896 at Crete, Ne- 
braska, and received a B.A. degree cum laude from 
Doane College in Crete in 1921. Degrees of B.S., M.A., 
and M.D. were obtained from the University of Nebras- 
ka in 1923, 1924 and 1926, respectively. Dr. Binger came 
to the Mayo Foundation in 1926 and was appointed to 
the staff of the Mayo Clinic in 1930. He had become an 
associate professor of medicine in the Mayo Foundation 
when he left for Chattanooga in 1946. 

Dr. Binger had been certified as a specialist in internal 
medicine by the American Board in 1937. He was a 
member of the Central Society for Clinical Research, 
Sigma Xi and of the Tennessee State Medical Associa- 
tion and the American Medical Association. 

Dr. Binger married Joy A. Hoffhine in 1927. They 
were divorced. Three William, Richard, and 
Charles, and one daughter, Patricia, all of Rochester, 
survive him. 


sons: 


ARCHIBALD HILDRETH BEARD 


Dr. Archibald H. Beard, a well-known internist of 
Minneapolis and best known for his interest in diabetes, 
died August 14, 1952. He was sixty-two years of age 
having been born in Pueblo, Colorado, May 13, 1890. 

He received the degree of B.A. from the University 
of Kansas in 1910 and an M.D. degree from Harvard 
Medical School four years later. He interned at the 
Boston City Hospital in 1914-15, the Massachusetts Gen- 
eral Hospital in ‘Boston from March, 1915 to August, 
1916. He was a resident at the University Hospital of 
Minneapolis from August, 1916, until September, 1917. 
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He was a full-time instructor in Medicine at the Uni- 
versity of Minnesota from 1916 to September, 1917, and 
was on the staff of Base Hospital 26 from 1917 to 1919, 
Postgraduate work was taken in tuberculosis at the 
Trudeau Sanatorium at Saranac Lake, New York, in 
1925-26 and further postgraduate study for six months 
in Europe in 1928-29. 

Dr. Beard was a member of the Hennepin County 
Medical Society, the Minnesota State Medical Association 
and the American Medical Association. He was also a 
member of the American College of Physicians and had 
served as chairman of the Committee on Health and 
Medical Care of the Minneapolis Community Chest. He 
was an elder at Westminsier Presbyterian Church, a 
member of the Minneapolis Athletic Club, Masons and 
Scottish Rites. He also belonged to Sigma Alpha Ep- 
silon, Nu Sigma Nu and Sigma Ni fraternities. 

Dr. Beard married Amelia Hartman, who with a son, 
Archibald, and a daughter, Mary, survives him. 


DAVID KNOX CALDWELL 


Dr. David Knox Caldwell of Saint Paul died August 
12, 1952, at the age of seventy-four. 

Dr. Caldwell was born in Berlin, Illinois, March 30, 
1878. He graduated from Hamline University in 189 
and taught school for two years before returning to 
Hamline University to study medicine. He had prac- 
ticed in Saint Paul since 1907. 

Dr. Caldwell is survived by his wife and two daugh- 
ters: Mrs. T. J. Quick of the Island of Guam and Mrs. 
James Vaughn of Los Angeles. 


EVERETT C. GAINES 


Dr. E. C. Gaines, a beloved and respected resident 
of Buffalo Lake, Minnesota, tragically lost his life in 
an automobile accident August 15, 1952. He was seventy- 
nine years old and had practiced more than fifty years 
at Buffalo Lake. 

Dr. Gaines was born in Minneapolis, January 31, 1874. 
He attended public schools in Minneapolis and received 
his medical degree from the University of Minnesota in 
1899. While at the University, he won some distinction 
as an athlete on the track team. He took postgraduate 
work at the University of Chicago in 1912. 

Dr. Gaines was an outstanding example of a general 
practitioner beloved by his community. In 1950, on the 
occasion of his having practiced in Buffalo Lake for 
fifty years, he was tendered a banquet by seventy-five of 
his friends and in the evening he and Mrs, Gaines were 
honored by a get-together in the High School of some 
1,000 acquaintances. The celebration was attended by 
some of his former associates including Dr. Stephen 
Baxter of Minneapolis and Dr. Walter Sahr of Hutchin- 
son. The gathering was addressed by Dr. Ernest M. 


(Continued on Page 884) 
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The immediate goal in pyuria, regardless of etiology, is to 

render the urine sterile. SULAMYD,® (sulfacetamide—Schering) is a highly 
soluble sulfonamide, rapidly cleared from the blood stream and highly 
bacteriostatic for most common urinary tract pathogens. 

dent SULAMYD quickly controls infections with negligible risk of renal 
e in complications because of its ready solubility in urine. 


SSULAM YD 











© GAWVWINS 


Seleting CORPORATION 
BLOOMFIELD, N. J. 


IN CANADA: SCHERING 
CORPORATION, LTD., MONTREAL 








IN MEMORIAM 


Stress... 


Stressor factors which evoke autonomic responses 
occur often in our civilization. They are not always 
of external origin, frequently, stress springs from 
the “well of uncertainties, the fears, the angers, and 
the hostilities that an inadequate childhood nurtures 
in troubled people in a troubled world.” } 






FREQUENCY AND SEVERITY OF ATTACKS 








STRESSOR FACTORS 


MOTHER BETTER —————>|S 
PREGNANT oeenenenme 2 


DIFFICULTIES WITH CHILOREN-|2 um 


LOSS OF WEIGHT —————> 
CAME TO CLINIC ——————> 


ANNOYED WITH HUSBAND 


TENSION OVER 
HOUSEKEEPING 


MOTHER ILL 
CHILD ILL 


After: Relationship Between Life Stress And Symptoms — 
Stevenson, I.: G.P. 4: 67 (Dec) 1951 

When emotions aroused by these stresses are not 
dissipated in appropriate biological behavior, height- 
ened autonomic impulses beat against a “moored” 
physique.? 

Incessant “emotional buffeting” impinged on 
labile autonomic pathways is likely to produce 
deviations from normal body function and a rash 
of symptoms. In such cases, both branches of the 
autonomic nervous system are involved. For symp- 
tomatic relief oral administration of cholinergic 
and adrenergic blocking agents and central sedation 
has proven successful. Drugs effective for the sev- 
eral actions respectively are: belladonna alkaloids, 
ergotamine tartrate and phenobarbital. These drugs 
may be used individually or in combination,* as 
required by the individual case, to effect more stable 
function of the autonomic nervous system, thereby 
“dampening” overactivity of the involved organ 
systems. 

* Dosage of each ingredient adjusted to the needs 

of the particular patient. 

1Cleghorn, R. A. and Graham, B. F.: Recent Progress 


in Hormone Research, Vol. IV, New York, Academic 
Press, Inc., 1949, p. 323. 


a Pp barmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 1, N. Y. 











EVERETT C. GAINES 
(Continued from Page 882) 


Hammes of Saint Paul, and Dr. Gaines was presented 
with a gold watch by the Renville County Medical 
Society of which he was a former president. He also 
received a medal from the Minnesota State Medical 
Association for fifty years of service. 


Dr. Gaines is survived by his wife, Adele Foster, a 
son William, of Buffalo Lake, and a daughter, Mrs. 
R. O. Boehlke. 


NORMAN C. OCHSENHIRT 


Dr. Norman C. Ochsenhirt, formerly a fellow in 
surgery at the Mayo Foundation, died in Pittsburgh on 
July 24, 1952, of coronary occlusion. 


Dr. Ochsenhirt was born in Pittsburgh, February 12, 
1892. He received his M.D. degree from the University 
of Pittsburgh in 1917. He served in the Medical Corps 
of the Army for a year during World War I and was 
in the U. S. Public Health Service for two years before 
entering the Mayo Foundation in 1924. He received the 
degree of M.S. in Surgery in 1927 from the University 
of Minnesota. After a brief stay in Cleveland, he moved 
to Pittsburgh. 


He was assistant professor of oral surgery at the 
University of Pittsburgh School of Dentistry in addi- 
tion to being on the surgical staff of several Pittsburgh 
hospitals. He was a fellow.of the American College 
of Surgeons, the International Society of Dental Re- 
search, and the Pittsburgh Surgical Society. 


CLIFFORD T. WADD 


Dr. Clifford T. Wadd, for the past twelve years a 
practitioner at Janesville, Minnesota, died suddenly when 
his car left the road on July 21, 1952. 

Dr. Wadd was born in Waseca, October 20, 1911. He 
obtained his M.D. degree from the University of Min- 
nesota in 1937 and interned the following fifteen months 
at Minneapolis General Hospital. 


In 1938 he became associated with Dr. O. J. Swenson 
of Waseca, Minnesota, and practiced there until he pur- 
chased the practice of Dr. C. R. Chadbourne in Janes- 
ville. 


Dr. Wadd was active in community affairs and was 
respected by all who knew him. He was at one time 
president of the School board, was the Senior Warden 
of Janesville Lodge No. 124 A.F. and A.M., a member 
of the Waseca chapter of Regal Arch Masons, the Janes- 
ville Lodge I1.0.0.F., the Mankato Lodge B.P.O.E. and 
the Janesville Methodist Church. He was also a member 
of the Waseca County Medical Society, the Minnesota 
State Medical Association and the American Medical 
Association. 

Dr. Wadd married Reba Staley, who with three daugh- 
ters and a son survives him. He is also survived by his 
parents, Mr. and Mrs. Alfred Wadd of Waseca. 

The fatal accident was the more tragic in that it took a 
valuable citizen of Janesville in his prime. 
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The only non-profit specialized hos- 
pital in St. Paul devoted exclusively 
to the treatment and care of neuro- 
psychiatric patients. 


Ultra modern facilities and comforts 
at the lowest cost to patients. 


M 


e Occupational therapy and recre- 
ational department. 


‘ie ° 
‘s, 
i” 

A non-profit 


organization e Complete X-ray- and- laboratory. 


e Electrocardiography — basal me- 
tabolism. 


e Electroencephalography available. 


e All patients rooms _ air-condi- 





in tioned. 

™ j m e Background music and psycho- 
therapy sound equipment. 

' 2, e Medically staffed by every neurol- 

sity ogist and psychiatrist in St. Paul. 

me RES | ] IE \ \ ] e Especially trained nursing staff. 

ore MEMBER of the American Hospital As- 


sociation 





Ge NEUROPSYCHIATRIC MEMBER of the Minnesota Hospital As- 
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cal Association and the Ramsey County 


the 145 W. College Ave. ...GArfield 5841 Medical Society. 
ddi- SAINT PAUL, MINNESOTA Send for photo brochure 


rgh Highest standard of service and facilities for over 15 years. and rate schedule. 
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e eenow conveniently located for faster service 


You need no longer risk driving through congested traffic to examine new equip- 





dla ment. In this new, modern store you will find complete stocks of instruments and 

ben supplies for the physician; model displays of hospital equipment of every type; and 

- a comprehensive range of equipment, apparatus and supplies for the modern 
e 


medical laboratory. We cordially invite you to visit us at your convenience, or call 
iths us for prompt emergency service. Free parking is provided adjacent to building. 
Telephone: LIncoln 7601. 
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¢ Reports and Announcements +¢ 





UROLOGY AWARD 

The American Urological Association offers an annual 
award of $1,000.00 (first prize of $500.00, second prize 
$300.00 and third prize $200.00) for essays on the result 
of some clinical or laboratory research in Urology. Com- 
petition shall be limited to urologists who have been in 
such specific practice for not more than five years and 
to men in training to become urologists. 

The first prize essay will appear on the program of 
the forthcoming meeting of the American Urological 
Association, to be held at the Hotel Jefferson, St. Louis, 
Missouri, May 11-14, 1953. 

For full particulars, write the Executive Secretary, 
William P. Didusch, 1120 North Charles Street, Balti- 
more, Maryland. Essays must be in his hands before 
January 15, 1953. 


FELLOWSHIPS FOR BASIC 
RESEARCH IN ARTHRITIS 

The Arthritis and Rheumatism Foundation is offering 
to qualified individuals research fellowship in the basic 
sciences related to arthritis. 

Followships wll be granted on both the predoctoral 
and postdoctoral levels, and will run for one year with 
prospect of renewal. 

The predoctoral fellowships will range from $1,500 
to $3,000 per annum depending on the family responsi- 
bilities of the fellow, and the postdoctoral fellowships 

il range from $3,000 to $6,000 on the same basis. 

The deadline for applications is November 1, 1952. 
Applications will be reviewed and awards made by 
February 15, 1953. 

For information and application forms, address the 
Medical Director, the Arthritis and Rheumatism Founda- 
tion, 23 West 45th Street, New York 36, N. Y. 


NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 

The seventeenth annual convention and scientific ses- 
sions of the National Gastroenterological Association 
will be held at the Hotel Statler in New York City, Oc- 
tober 20, 21, 22, 1952. 

Included in the program will be a Symposium on 
Liver Diseases, a Symposium for the General Practi- 
tioner and a Symposium on Bleeding Esophageal Varices 
and the Problems of Portal Hypertension. Another in- 
teresting panel discussion will be on Gastrointestinal 
X-Ray Methods, Diagnosis and Treatments. 

Immediately following the convention, the Association 
will conduct its Fourth Annual Course in Postgraduate 
Gastroenterology at the Hotel Statler in New York 
City. The course will again be under the personal 
direction of Dr. O. H. Wangensteen of Minneapolis 
and Dr. I. Snapper of New York. 

Further information may be obtained by writing the 
Secretary, National Gastroenterological Association, 1819 
Broadway, New York 23, N. Y. 
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OMAHA MID-WEST CLINICAL SOCIETY 


The Omaha Mid-West Clinical Society will hold its 
twentieth annual Clinical Assembly at Hotel Paxton, 
Omaha, Nebraska, October 27-31, 1952. An outstanding 
program is assured and will include a panel discussion 
on chronic diseases by guest speakers on Friday, October 
31. 

This assembly has been approved by the American 
Academy of General Practice, and members will be 
credited with the actual number of hours of attendance 
at the sessions. 

Further information may be obtained by writing to 
the executive office of the Society at 1031 Medical Arts 
Building, Omaha, Nebraska. 


COURSES IN ASPHYXIAL TREATMENT 


The New York Eye and Ear Infirmary, in cooperation 
with the Society for the Prevention of Asphyxial Death, 
Inc., announces the resumption of its New York City 
courses in Laryngoscopy and Intubation (Flagging) 
for the prevention and treatment of acute asphyxial ac- 
cidents. These courses are given at the New York 
Academy of Sciences, 2 East 63rd Street, the first 
Friday and Saturday of each month. The September 
class will meet Friday afternoon and Saturday morning, 
September 5 and 6, 1952. Matriculation fee, fifty dol- 
lars. 

A course will also be presented in San Francisco, 
September 19 and 20, 1952. The purpose of the course 
is to emphasize asphyxia as a major medical problem 
and to acquaint the General Practitioner, Pediatrician, 
Obstetrician and other groups with the death zone of 
the respiratory tract. This information is presently sav- 
ing lives, in the hospital, in the office and in outside prac- 
tice. 

While this course is given regularly, in the fall, win- 
ter, and spring in New York City, out-of-town courses 
have met in Columbus, Ohio; Boston, Massachusetts; 
Washington, D. C.; Los Angeles, California; Honolulu, 
T. H.; Chicago, Illinois; Atlantic City, New Jersey; 
and in Baltimore, Maryland. Out-of-town courses re- 
quire a period of two months for logistical development. 
Those interested in attending one of the monthly courses 
in New York City or in having a course presented in 
their home city, should communicate with Secretary, 
S.P.A.D., 2 East 63rd Street, New York City 21, New 
York. 


MINNESOTA MEDICAL ALUMNI MEETING 


The annual meeting of the Minnesota Medical Alumni 
Association will be held at the University Hospital on 
Saturday, November 1, 1952 at 11:30 A.M. The meet- 
ing will be held on the morning of the Homecoming 
football game between Minnesota and Iowa. 

On the same occasion, Minnesota Medical Alumni as 
well as other physicians will be able to take part in 
other medical activities which will include a meeting 
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Fully Approved by American College of Surgeons 
Modern treatment—Staff includes Kenny trained technicians 


of the American Academy of General Practice at the 
Radisson Hotel, Minneapolis, on Wednesday, October 
29: a Continuation Course in Medical Economics at the 
Center for Continuation Study and Museum of Natural 
History Auditorium on Thursday, October 30 and Fri- 
day morning, October 31 (tuition charge $15.00) ; Hos- 
pital Staff meeting Friday noon, October 31; Homecom- 
ing clinics Friday afternoon and Saturday morning, Oc- 
tober 31 and November 1. The Medical Economics will 
deal with tax problems, investments, bookkeeping meth- 
ods, office planning, et cetera, as applied to physicians. 


MINNESOTA ACADEMY OF GENERAL PRACTICE 


The Minnesota Academy of General Practice will 
hold its annual Fall Refresher at the Hotel Radisson in 
Minneapolis on Wednesday, October 29, 1952, starting 
at 8:20 A.M. This is an intensive one-day course on a 
variety of subjects. A distinguished list of speakers 
will include Drs. Philip Thorek and Philip Lewin of 
Chicago, Dr. A. C. Corcoran of Cleveland, Dr. J. E. 
Estes of the Mayo Clinic, Drs. E. T. Bell and Cecil J. 
Watson of the University of Minnesota. 


MINNESOTA SOCIETY OF 
NEUROLOGY AND PSYCHIATRY 


The regular meeting of the Minnesota Society of 
Neurology and Psychiatry was held at the Town and 
Country club in Saint Paul on September 9. 

The following scientific papers were presented: 

“An Unusual Anomaly of the Spinal Cord,” by 
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THE SHELTERING ARMS 


4330 River Road, Minneapolis 6, Minnesota 
A HOSPITAL FOR TREATMENT OF POLIOMYELITIS 


Acute and Convalescent 








Dr. Joseph A. Resch and “Pathology Found in Au- 
topsies Performed on State Hospital Cases,” by Dr. 
Jorge A. Lazarte. 

The social hour began at 5:30 p.m. and dinner was 
served at 6:45 p.m. 


CONTINUATION COURSES 


The University of Minnesota will present a continua- 
tion course in Fractures and the Surgery of Trauma 
on November 13, 14 and 15, 1952. This program is in- 
tended primarily for physicians engaged in general prac- 
tice and will include a discussion of the evaluation of 
injuries from the medico-legal standpoint. Two out- 
standing guest faculty members will participate: Dr. 
Carroll B. Larson, Chief of Service, Department of 
Orthopedic Surgery, State University of Iowa, Iowa 
City; and Dr. Edward L. Compere, Professor of Bone 
and Joint Surgery, Northwestern University Medical 
School, Chicago. The remainder of the faculty will in- 
clude members of the clinical and full-time staff of the 
University of Minnesota Medical School. 

* * * 


A continuation course in Medical Economics for Phy- 
sicians will be presented by the University of Minne- 
sota next October 30 and 31. The course will be held in 
the Auditorium of the Museum of Natural History, 
which is adjacent to the Center for Continuation Study. 
During the one and a half-day session many topics of 
great interest to all physicians will be discussed by 
recognized authorities. A partial list of subjects to be 
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AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals 
Surgical Instruments 


Pharmaceuticals Dressings 
Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 




















s. 
Pitennil Sails 
and 


BROWN & DAY, INC. 


St. Paul 1, Minnesota 











presented includes the business aspects of medical prac- 
tice, the doctor and the law, investments, and office plan- 
ning. 

At noon on Friday, October 31, following the con- 
clusion of the course, a Homecoming Program for 
Physicians will get under way with the presentation of 
a special program at the staff meeting of the University 
Hospitals. On this occasion one of Minnesota’s best- 
known and widely respected practitioners will discuss 
the role of the Medical School in relation to medical 
practice in the state. On Friday afternoon and Saturday 
morning, Homecoming Clinics will be held at the Uni- 
versity Hospitals. These clinics, so popular prior to 
World War II, will be expanded and will include the 
presentation of interesting and instructive surgical, medi- 
cal, pediatric, dermatological, and gynecological cases, 
All physicians are cordially invited to attend this Home- 
coming Program. 


The University of Minnesota will present a con- 
tinuation course in Endocrinology at the Center for 
Continuation Study on December 4 to 6. This course 
is intended primarily for physicians engaged in gen- 
eral practice and will include discussions of recent 
advances in the clinical use of ACTH and cortisone, 
the treatment of diabetes mellitus, and other com- 
mon endocrine disorders. Dr. Dwight J. Ingle, 
Pharmacology Research, The Upjohn Company 
Kalamazoo, Michigan, will be the guest faculty mem- 
ber for the course. Dr. Ingle will also- present the 
annual Journal-Lancet Lecture on December 4. 

The course will be presented under the direction 
of Dr. C. J. Watson, Professor and Director, Depart- 
ment of Medicine, and the remainder of the faculty 
will include members of the full-time and clinical 
staff of the University of Minnesota Medical School 
and the Mayo Foundation. 


In the United States about 3,000,000 persons are ill 
at any one t me and more than 22 per cent of the yearly 
deaths are due to germ invasions. Nobody knows just 
how many persons have colds, influenza and sore throats 
each year, but estimates of common colds alone run as 
high as 85 per cent of the population—Christmas Seal 
Health News. 





RADIUM RENTAL SERVICE 


4340 W. 24TH STREET 
MINNEAPOLIS 5, MINNESOTA 
TEL. ATLANTIC 5297 


Radium element prepared in 
type of applicator requested 


ORDER BY TELEPHONE OR MAIL 
PRICES ON REQUEST 
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North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M:S., M.D. 
225 Sheridan Road Medical Director Phone Winnetka 6-0211 

















ACCIDENT ¢ HOSPITAL ee SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 











COME FROM 
$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death , Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 





COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 





























Single Double Triple Quadruple 
60 da Hospital 5.00 da 10.00 da 15.00 per da 20.00 per day 
$2 3S s oe 5.00 per day 10.00 Ber day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital 5.00 20.00 
Operating Room in. Hospital 10.00 20.00 30.00 40.00 
Anesthetic in Hosp 10.00 20.00 30.00 40.00 
X-Ray in Hospital 10.00 20.00 30.00 40.00 
Medicines in Hospi 10.00 20.00 30.00 40.00 
Ambulance to or oan OS ELIE 10.00 20.00 30.00 40.00 

COSTS (Quarterly) 
Adult 2.50 5.00 7.50 10.00 
Child to age 19. 1.50 3.00 4.50 6.00 
EE OS EAA ee 2.50 5.00 7.50 10.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 


50 years under the same management 


400 First National Bank Building 
Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members 
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° Of General Interest + 





Free tuberculin is again available to Saint Paul 
physicians at some eighteen drug stores in the city. 
This service is supplied by the Ramsey County Tu- 
berculosis and Health Association which is support- 
ed by Christmas Seal funds. 

* oa oo 

Dr. Franklin A. Neva, Cloquet, was awarded a 
one-year post doctoral fellowship in virology. The 
fellowship is sponsored by the National Foundation 
of Infantile Paralysis and Dr. Neva will conduct 
his study at Children’s Hospital, Boston, Massa- 
chusetts. 

x * & 

Dr. Byron E, Hall, a consulting physician at the 
Mayo Clinic and an associate professor of medicine 
in the Mayo Foundation, left Rochester July 1 to 
begin private practice in San Francisco. 

oo ok * 

Dr. Herman Joseph Just. formerly of Lafayette, 
was married August 2 to Mrs. Rose Mary Modlin, 
Saint Paul, at Hastings where he is now practicing. 
Dr. Worth A. Hooper, Blue Earth, recently joined 
Dr. Just in his practice at Hastings. 

a a * 

Dr. Harry C. Browne, recently staff physician with 
the Veterans hospital in Spokane, Washington, 
joined the Bratrud clinic, Thief River Falls, in Au- 
gust. Dr. Browne was graduated from the Univer- 
sity of Oregon medical school. He was a resident 
in internal medicine at the Mayo Clinic Foundation 
from 1936 to 1939; a consultant and associate pro- 
fessor at the University of Minnesota, 1939 to 1947, 
and served two years with the Mayo Clinic hospital 
unit in the Pacific during World War II. Dr. 
Browne will specialize in allergies and diseases of 
the heart. 

* * * 

Dr. J. Gordon Beaton, member of the Fritsche 
clinic in New Ulm since 1951, left his practice there 
September 1. As yet Dr. 
where he will locate. 

x * * 


3eaton has not decided 


Dr. F. J. Hill, Minneapolis health commissioner, 
will attend the annual meeting of the American Pub- 
lic Health Association in ‘Cleveland, October 20. 

* ok * 

Dr. A. B. Nietfield, Warren, began practice in 
Sauk Centre in August. Dr. Nietfield has been a 
member of the Warren Hospital staff for six years. 
He was graduated from the University of Minne- 
sota medical school in 1939 and served four years 
with the army in the American and Asiatic-Pacific 
theaters during World War II. 

* * * 

Dr. M. J. Lester, temporarily closed his practice 
in Truman on August 1, to serve with the United 
States Navy. 
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The “personality” sketch in Time magazine (week 
of July 19) featured Dr. Benjamin Spock, formerly 
of the Mayo Clinic and the Rochester Child Health 
Institute. Dr. Spock is now professor of child de- 
velopment at the University of Pittsburgh. 

es <¢ 

To commemorate his forty years of service to 
Park Rapids, Dr. Walter W. Higgs was honored 
July 31 at a dinner sponsored by the Ladies Auxiliary 
of the Veterans of Foreign Wars. Dr. A. V. Gar- 
lock, Bemidji, a classmate of Dr. Higgs at North- 
western University, gave the main speech. 

ee “¢ © 

Dr. Gregory Schissel, Ancker Hospital, Saint Paul, 
began practice in Crystal in July. Dr. Schissel is 
the first physician Crystal has had. His office is in 
the new Pharmacy building. 

* * * 

Dr. Herman J. Moersch, of the Mayo Clinic staff, 

left the United States in early August for several 


months’ speaking tour. Dr. Moersch plans to pre- 


sent papers at medical meetings at Rio de Janeiro, 
Buenos Aires, Montevideo, Cordoba and Santiago. 
Dr. and Mrs. Moersch expect to visit Trinidad, 
Brazil, Argentina, Urugay, Chile, Peru, Panama and 
Mexico during their stay. 

* * * 

Dr. Russell Baker left his Hayfield practice in July 
to study x-ray diagnosis at the University of Wis- 
consin. 

* * k 

The Osseo Clinic will be moved into a new build- 
ing as soon as the remodeling job, started in late 
July, on the Westinghouse store is finished. Dr. 
John Pone joined Drs. Traugott J. Bloedel and Rob- 
ert H. Ransom on the Clinic staff, August 1. 

* * * 

Obstetrics and Gynecology, a new monthly journal 
being sponsored by the American Academy of Ob- 
stetrics and Gynecology, will make its appearance in 
January, 1953. The journal will be the official organ 
of the Academy and will provide an outlet for the 
publication of new developments and research in 
obstetrics, gynecology and allied fields. 

2 6 

Dr. Flower day was held in Gibbon on July 27, 
honoring ninety-one-year-old Dr. W. Z. Flower for 
his long years of medical service to the community. 

* * * 

The Silver Star medal and an Oak Leaf cluster 
were awarded to Dr. Gilbert S. Campbell, Minneap- 
olis, for gallantry during his army duty in Korea 
in 1951. 

x * * 

Dr. William W. Winchester, staff, Mayo Clinic, 
left in July to begin private practice in San Jose, 
California. 
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OF GENERAL INTEREST 


Dr. H. J. Burns, Duluth, was appointed city civil Dr. Paul T. Lowry, Minneapolis, received a one- 


service physician on August 4. year extension of his post-doctoral fellowship in in- 
* 2s ¢ ternal medicine. The fellowship is sponsored by 
A physicians exchange service was begun in Owa- the National Foundation for Infantile Paralysis. 


tonna in July. The co-operating physicians are Drs. Dr. Lowry is carrying on his study and investiga- 
F, C. Anderson, John F. Arnesen, Donald H. Dewey, tion at the University of Minnesota. 


Daniel K. Halvorsen, Curt W. Lundquist, C. T. Mc- “we « 
Enaney, John A. McIntyre, Albert J. Olson, Oliver 
W. Roberts, Theodore W. Stransky and R. J. Wil- Dr. Carl Weiss, Lawrence, Massachusetts, opened 
kowske. an office in the Radabaugh building in Hastings in 
* * * August. 
Dr. Herb L. Huffington, San Jose, California, "=e 


joined Drs. George S. Bergh, Carter W. Howell and Dr. Philip W. Brown, of the Mayo Clinic staff, 
Solveig M. Bergh, in their offices and practice in left August 10 to attend medical meetings in Sao 
Montevideo, in August. Paulo, Brazil, Montevideo, Uruguay, Santiago, Chile, 





“That’s For Me’’ 


Every so often someone who has previously given only a casual thought 
to purchasing Municipal Bonds for himself finds an opportunity to learn 


the full story about them. 


Once he becomes familiar with the inherent security and tax-exempt 
features of Municipal Bonds he is quite likely to believe “That’s for 


Me.” 


We invite you to investigate—then give serious consideration to the 


purchase of Municipal Bonds for your own security. 


JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 


TELEPHONES: 
GArtield 9661 93 EAST SIXTH ST. 
NEstor 6886 ST. PAUL 1, MINNESOTA 











Sepremner, 1952 891 


and Panama City. Dr. and Mrs. Brown also expect 
to do some sightseeing in Panama and Mexico. 
a 

New officers for the Minnesota Heart Association 
are: Dr. Grace Roth, Rochester, president; Dr. 
Thomas J. Kinsella, Minneapolis, vice president; 
Dr. Charles N. Hensel, Saint Paul, secretary. 

es ¢ 4 

Dr. John Schutz opened offices in Eden Valley 
and joined the staff of the Meeker County Memorial 
Hospital in August. 

* * * 

Dr. Charles G. Campbell, recently returned from 
Korea, and now with the Mayo Clinic, spoke August 
6 to the training assembly of the 9709th volunteer air 
reserve training squadron. 

* * * 

Dr. V. H. Gardner, Fairmont, recently joined Dr. 
D. H. Dewey in his offices and practice in Owatonna. 
* * * 

Dr. C. H. Coombs, Cass Lake, started construc- 
tion last month on a new, modern medical building 
on Central Avenue and Second Street. 

oo 

Dr. Leo L. Zachman, Saint Paul, was appointed 
by Mayor Daubney to the county welfare board on 
August 14. His appointment will run to the end of 
the present term, July 1, 1953. 

6 6 

Dr. Hamline Mattson, Minneapolis, will address 

the Brotherhood of the First Lutheran Church at 


OF GENERAL INTEREST 





Hibbing on October 7. Dr. Mattson will show 
movies on several foreign countries he has visited. 
+ + + 


Dr. George R. Pettersen, Saint Paul, began prac. 

tice in the new clinic in Mabel in late August. 
* * * 

Dr. O. L. Getz, graduate of the University of Os- 
lo, Norway, will enter the Mayo Clinic as a fellow 
in dermatology in October. Dr. Getz has been in 
practice as a member of the Gundersen clinic in 
La Crosse, Wisconsin. 

oa a * 

Dr. J. B. Clement, Lester Prairie, retired on Au- 
gust 1 after fifty-three years of continuous service 
in the community. Dr. Clement came to Lester 
Prairie in 1899, from Montreal, Canada. 

a * * 

Dr. W. M. Manger was elected president of the 
Association of Fellows of the Mayo Foundation at 
the July 9 meeting. He succeeds Dr. John Watson 
who recently entered military service. Dr. Haddon 
M. Carryer, secretary-treasurer of the Olmsted-Hous- 
ton-Fillmore-Dodge County Medical society, was a 
guest speaker at the meeting. 

* * * 

Dr. Robert Flom, Cook County Hospital, Chicago, 
began practice with Dr. E. R. Hudec at Wood Lake 
in August. 

* * * 

Dr. Earl Hill, Minneapolis, moved his offices to 

1841 Medical Arts Building on July 1. Dr. Hill was 








OMEWOOD HOSPITAL is one of the 
Northwest's outstanding hospitals for the 
treatment of Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Nervous 


Operated wn Connection wunth 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesota 











The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. 
ful environment. 
Recreational and occupational therapy. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


Quiet, cheer- 
Specially trained personnel. 


Dr. L. R. Gowan, M.D., M.S., Medical Director 
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graduated from the University of Minnesota in 
1942 and did postgraduate work at the Veterans and 
University of Minnesota Hospitals. He was recently 
certified by the American Board of Internal Medi- 
cine. 

* * * 

Minnesota doctors who participated in the Second 
International Congress on Diseases of the Chest and 
the International Union against Tuberculosis held in 
Rio de Janeiro August 24-30, were Dr. J. A. Myers, 
professor of medicine and public health at the Uni- 
versity of Minnesota; Dr. John F. Briggs, Saint 
Paul, chairman of the committee on cardiovascular 
diseases of the American College of Chest Physi- 
cians; Dr. Grace Roth, Rochester, president of the 
Minnesota Heart Association. 

* * * 

Dr. H. P. O’Neil joined Drs. R. C. and Robert S. 
Hunt in August in their practice at Fairmont. Dr. 
O’Neil was graduated from the University of Min- 
nesota and has been in practice at Rochester, New 
York. 

x *k * 

Dr. Conrad E. Eastwold, Minneota, was com- 
missioned as a medical missionary of the Evan- 
gelical Lutheran church on August 17. Dr. East- 
wold was graduated from the University of Minne- 
sota medical school and served with the Air Force 
in the Far East. Dr. and Mrs. Eastwold sailed for 
Paris, France, on September 1 where Dr. Eastwold 
will study for a year before going to the Sudan 
Area of South Africa, where he is to serve as a 
medical missionary. 

‘nun @ 

Dr. Charles P. Henke, Chicago, joined Drs. H. N. 
Sutherland and J. P. Grahek on the staff of the Ship- 
man Hospital and Clinic at Ely in August. Dr. 
Henke has recently been associated with the Vet- 
erans Hospital in Grand Junction, Colorado. 

* * * 

Dr. H. Paul Wendt, Thief River Falls, recently 
merged his practice with the Falls Clinic. Dr. Wendt, 
as a member of the clinic, is now associated with 
Drs. W. M. Feigal, Neil Nickerson and George Van 
Rooy. 

x *k * 


HOSPITAL NEWS 


The new $1,707000 unit at St. John’s Hospital 
Saint Paul, which will add approximately eighty 
new beds to the hospital capacity will be completed 
about October 15, 1952. On that date it is contem- 
plated all operations of the hospital will be concen- 
trated in the new addition, and remodeling of the old 
building will begin. 

On the first floor of the new addition there will 
be the new operating room and new administrative 
office space. The new obstetric division and nursery 
will be on the second floor. The third and fourth 
floors will be given over to general patients’ rooms 
exclusively, while the top floor will house the chronic 
disease section. 

Members of the building committee in addition to 
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Today's young “sprouts” are de- 
manding more and more of their eyes. 
Audio visual aids, school work, daily routine, and 
entertainment media team up to bring 
constant strain to their priceless vision. 
It's all a part of every carefree day. 
But guarding the future of these young eyes 
cannot be considered “Kid Stuff.” For almost 
40 years Benson's have worked 
with better eye doctors transforming 
the prescriptions of their youthful 
patients into glasses that will.assure 
better vision throughout the lifetime ahead. 


TO INSURE ADDED PROTECTION IN CHILDREN'S 
GLASSES WE RECOMMEND “HARDRx" HEAT TOUGH- 
ENED LENSES. 
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Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, two 
weeks, starting September 22, October 6, Octo- 


ber 20. 

Surgical Technic, Surgical Anatomy and Clinical 
Surgery, four weeks, starting October 20. 
Surgical Anatomy and Clinical Surgery, two weeks, 
starting September 22, November 3. : 
Surgery of Colon and Rectum, one week, starting 

September 15, October 20. f 
Gallbladder Surgery, ten hours, starting October 20. 
Bronchoscopy, one week, by appointment. 
General Surgery, one week, starting October 6. 
General Surgery, two weeks, starting October 6. 
Breast and Thyroid Surgery, one week, starting Oc- 


tober 6. 
Fsophageal Surgery, one week, starting October 13. 
Thoracic Surgery. one week, starting October 20. 
Fractvres and Traumatic Surgery, two weeks, start- 


ing October 6. 
GYNECOLOGY—Intensive Course, two weeks, start- 
ing Octoter 20. 
Vaginal Approach to Pelvic Surgery, one week, start- 
ing September 22, November 3 
OBSTETRICS—Intensive Course, two weeks, starting 
Sent-mber 29, November 3. 
MEDICINE—Electrocardiography and Heart Disease, 
two weeks, starting September 22. 
——— ee Course, two weeks, starting Oc- 
er 13. 
Gastroenterology, two weeks, starting October 27. 
Gastroscony and Gastroenterology, two weeks, start- 
ing September 15, November 3. 
CYSTOSCOPVY—tTen-day Practical Course starting ev- 


“7, two weeks. 
DERMATOLOGY—Intensive Course, two weeks, start- 
ing October 13. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 
ADDRESS: REGISTRAR, 707 South Wood Street, 

Chicago 12, Illinois 








the chairman, Thor W. Becken, are Paul Schorr, 
Roland Kahnert, B. B. Harris, Herbert P. Buetow, 
Dr. F. J. Plondke and Donald Smith. 
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Open house was held August 16 to initiate the 
newly erected clinic building at Hancock. It is a 
structure with full basement in which 
there are veterinary offices. Part of the ground floor 
is occupied by dental offices. Dr. O. A. Eide has his 
offices in the rest of the building. There is a recep- 
tion room, office, laboratory, x-ray room and two 
treatment One treatment room is papered 
and decorated especially to appeal to children. 

* * * 

A $30,000 check for heart disease research was 
presented to the University of Minnesota, August 22, 
by the Minnesota Heart Association. The check was 
given to Dr. Harold §S. Diehl, dean of medical sci- 
ences. The remainder of a $50,000 grant for the 
year 1952-53 will be turned over later. 

+s * 


BLUE CROSS-BLUE SHIELD NEWS 


In the statistical data covering the first six months of 
1952, just compiled by Minnesota Blue Shield, are to 
be found a number of facts of interest to physicians. 
Among the salient features revealed by this analysis 
are total Blue Shield benefits paid, the increased num- 
ber of claims per year per 1000 contracts, the increased 
cost per year per contract, and 


one-story 


rooms, 


the decreasing per- 
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centage of subscribers classified as unlimited under the 
present annual income levels. Though many other 
highly significant facts are apparent in this report, these 
especially are worthy of more detailed consideration, 
Payments of Blue Shield claims during the first six 
months of 1952 total $1,857,080. On this basis total Blue 
Shield payments to doctors during the whole year of 
1952 will amount to $3,745,000 or about four million 
dollars. This is particularly interesting when related 
to payments of two million dollars in claims in 1950, 
three million in 1951 and a total payment of ten million 
dollars in claims by the end of this year or during the 
first five years of Minnesota Blue Shield’s existence. 
That subscribers are using their contracts and filing 
more claims is evident from the fact that the number 
of claims per year per 1000 contracts increased from 
384 in 1950 and 499 in 1951 to 515 during the first six 
months of 1952. This represents a 34 per cent increase 
in contract utilization during a three-year period. 
Immediately upon realizing that more claims are filed 
under each contract per year, the question arises what 
influence has this upon the cost per year per contract. 
In this respect it is found that the cost per year per 
contract increased from $15.36 in 1950 and $17.85 in 
1951 to $18.14 during the first six months of 1952. 
Percentagewise this increase is less than the increase in 
the number of claims per year per 1000 contracts just 
discussed yet it is actually an 18 per cent increase or 
about an increase of one-fifth in just three years. 
Unlimited subscribers are those single persons with 





I’m building up a cash reserve 
with a savings account in the 
American National Bank where 
I’m guaranteed 2% interest on 
the entire amount I have on 
deposit in my savings account. 
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OF SAINT PAUL 


Bremer Arcade Robert at 7th CE 6666 
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RADIUM & RADIUM D+E 


(Including Radium Applicators) 
FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincy X-Ray and Radium Laboratories 
(Owned and Directed by a Physician- 
Radiologist) 
Harold Swanberg, B.S., M.D., Director 


W.C.U. Bldg. Quincy, Illinois 
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annual incomes of $2000 or less or family subscribers 
with total gross family incomes of $3000.or less. For 
such subscribers participating physicians have agreed 
to accept the Blue Shield payments as payment in full 
for the services rendered. Analysis has been made of 
both the percentage of claims and percentage of cost, 
but since the different percentages so closely approxi- 
mate one another, only the percentage of claims will be 
discussed. The report shows that in 1950, 30.6 per cent 
of the claims were for unlimited subscribers, whereas 
this ratio had decreased to 23.7 per cent in 1951 and 
only 14.4 per cent in 1952. In other words, there is a 
steadily decreasing percentage of subscribers whose Blue 
Shield claim payments must be accepted as payment in 
full for the services rendered. 

This matter has been subjected to critical study in 
relation to incomes now found in various segments 
of Minnesota population. In other words the annual 
income levels of $2000 for single persons and $3000 for 
families covered nearly 70 per cent of the population 
of Minnesota in 1949, whereas now these same income 
levels include only 43 per cent of the state’s population. 
This raises the question about the accuracy of the data 
secured from incompletely answered Medical Service 
Reports. This whole matter is stimulating a more 
detailed study. 

During the first six months of 1952, hospital benefits 
in the amount of $6,960,468.00 were provided to Minne- 
sota Blue Cross subscribers. This amount represented 
an increase of 10.3 per cent compared to $6,312,944.00 
provided during the same period of 1951 and 24.2 per 
cent compared to $5,606,483.00 provided during the same 
period of 1950. On the basis of the past two years, it is 
estimated that hospital benefits provided during the 
year 1952 will be approximately $14,000,000.00 bringing 
the total benefits provided subscribers since 1933 to 
approximately $78,000,000.00. 


Non-Group Enrollment 


Commencing September 9, Blue Cross-Blue Shield 
non-group enrollment will be open to all residents of 
Minnesota in good health under sixty-five years of age 
who are anxious to receive this valuable Blue Cross- 
Blue Shield protection. 

All doctor’s offices will be provided with literature, 
posters, and application cards, and doctors are urged 
to help their patients in Blue Cross-Blue Shield enroll- 
ment—one of the finest types of hospital-medical-surgical 
coverage ever offered to the people of Minnesota. 

The non-group campaign will run from September 
9 to November 1, 1952, with all applications received 
Prior to October 1 to become effective November 1 and 
applications ‘received prior to November 1 to become 
effective December 1, 1952. 

An entirely new type of Blue Cross non-group cov- 
erage will be offered—the new $25. deductible semi-pri- 
vate room contract, offering more liberal benefits. 

Complete details concerning this new type plan have 
already been mailed and no doubt are already in the 
hands of every Minnesota doctor and hospital. 
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Hall, Anderson & Nordehn 
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BIOLOGICALS 
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SAINT PAUL, MINN. 
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This new departure in health care contracts is frank- 
ly experimental, and designed not only to render utmost 
service to non-group subscribers but also to combat the 
It should be emphasized 
that its success will be largely dependent on the amount 


threat of socialized medicine. 


of support given this new deductible type contract by 
the doctors and hospitals of Minnesota. 

In addition, the Blue Shield non-group contract will 
include a substantially increased schedule of surgical 
benefits, with thirty days of in-hospital care provided 
These and other increased 
Blue Shield benefits will become available to sub- 
scribers at no increase in rates. 


for each separate illness. 
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BOOK REVIEWS 





BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis mty Medical Libraries when 
reviewed. Members, however, are urged to write re- 
views of any or every recent book which may be of 
interest to: physicians. 











PHYSICAL DIAGNOSIS. Harry Walker, M.D., 
F.A.C.P. Professor of Clinical Medicine, Medical Col- 
lege of Virginia, Richmond, Va. 461 pages. Illus. 
Price $8.00, cloth. St. Louis: C. V. Mosby Co., 1952. 


THE OCULOROTARY MUSCLES. Second Edition. 
Richard G. Scobee, B.A., M.D., F.A.C.S. Assistant 
Professor of Ophthalmology, Washington University 
School of Medicine, St. Louis, Missouri. 512 pages. 
Illus. Price $11.00, cloth. St. Louis: C. V. Mosby 
Co., 1952. 


STUDIES IN VISUAL OPTICS. Joseph I. Pascal, 
B.S., M.A., O.D., M.D. Licentiate in Optometry and 
in Medicine by the University of the State of New 
York; Director of Eye Department, Stuyvesant Poly- 
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NASAL SUCTION 
PUMP 
At your wholesale druggist or write for 
further information 
“DEE” MEDICAL SUPPLY COMPANY 
P.O. Box 501, St. Paul, Minn. 











SCIENTIFIC DESIGN 


ARTIFICIAL Our mechanics correctly fit 
LIMBS artificial limbs — ortho- 
pedic appliances, conforming 
ORTHOPEDIC io the most exacting profes- 
APPLIANCES sional specifications. 
‘a Our high type of service 
TRUSSES has been accepted by phy- 
SUPPORTERS sicians and surgeons for 
more than 45 years, and is 
ELASTIC appreciated by their pa- 
HOSIERY tients. 
BUCHSTEIN-MEDCALF CO. 


223 So. 6th Street 


Minneapolis 2, Minn. 





clinic; Attending Ophthalmologist, New York Poly- 
clinic Medical School and Hospital, Outpatient De. 
partment; ‘Lecturer in Ophthalmology, New York 
Polyclinic Medical School and Hospital. 800 pages, 
—, — $12.50 cloth. St. Louis: C. V. Mosby 
o., 1952. 


SEX AFTER FORTY. S. A. Lewin, M.D., and John 
Gilmore, Ph.D. Introduction by The Reverend Dr. 
Russell L. Dicks, Professor of Pastoral Care, Duke 
University. 200 pages. Illus. Price $3.50 cloth. New 
York: Medical Research Press, 1952. 


METABOLIC METHODS; CLINICAL PROCE- 
DURES IN THE STUDY OF METABOLIC 
FUNCTIONS. By C. Frank Consolazio, Chief of 
Biochemistry, United States Army, Medical Nutri- 
tion Laboratory, Chicago, Illinois; Robert E. John- 
son, M.D., D. Phil. (Oxford), Professor and Head 
of the Department of Physiology, University of IIli- 
nois, Urbana, Illinois; and Evelyn Marek, M.A., Bio- 
chemist, United States Army, Medical Nutrition Lab- 
oratory, Chicago, Illinois. 471 pages. Illus. Cost $6.75, 
St. Louis: C. V. Mosby Co., 1951. 


Metabolic Methods by Consolazio, Johnson and Marek 
represents a rather complete compilation of the various 
procedures used in metabolic studies. The book is ar- 
ranged as a modified outline and in this way presents 
the material concisely and uniformly so that one can 
readily obtain the information he seeks. This book is 
not intended for thorough reading but more as a handy, 
concise and quite complete reference volume. Bibliog- 
raphies are appended to almost every section and sub- 
section, and original references are given with the pres- 
entation of each procedure. Laboratory procedures are 


described in detail. 5. F. eon, MD 


SURGICAL GYNECOLOGY, INCLUDING IM- 
PORTANT OBSTETRIC OPERATIONS. By J. P. 
Greenhill, M.D., Professor of Gynecology, Cook Coun- 
ty Graduate School of Medicine; Attending Gynecolo- 
gist, Cook County Hospital; Attending Obstetrician 
and Gynecologist, Michael Reese Hospital. Illustrated 
by Angela Bartenbach. (A Handbook of Operative 
Surgery). 350 pages. Illus. Price, $8.50. Chicago: 
Year Book Publishers, Inc., 1952. 

Surgical Gynecology is a handbook of operative 
surgery. The book is divided into four sections. The 
first section is a short but concise discussion of pre- 
operative Preparation and Postoperative Care and Com- 
plications, with a very extensive bibliography at the end 
of the section. 

The remaining three sections are divided as follows; 
Vulvar and Perineal Operations, Vaginal Operations, 
Abdominal Operations. These sections are arranged so 
that it is possible to read the very short operative di- 
rections on the left side of the book and loek at the 
pertinent plate on the right side. 











PATTERSON SURGICAL SUPPLY COMPANY. 


103 East Fifth St., St. Paul 1, Minn. 
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BOOK REVIEWS 


This volume includes almost every operative proce- 
dure necessary in gynecological surgery. Some of the 
operations which have been described are no longer per- 
formed in some clinics; however, for such a small 
book there is considerable readily available useful and 
practical information. 

As a handy reference to refresh one’s memory re- 
garding a surgical procedure with a minimum of read- 
ing time plus a quick glance at the plates, this book is 
invaluable to a surgeon. 


JosepH F,. MeLancon, M.D. 


QUESTIONS AND ANSWERS ON 
ANIMAL EXPERIMENTATION 


The National Society for Medical Research announces 
a new publication—“38 Common Questions—38 Authori- 
tative Answers” on the subject of animal \experimenta- 
tion. The book is a compilation of the questions most 
commonly asked about the use of experimental] animals 
and brief, direct and factual answers to each of them. 
Included are questions about pain, the meaning of 
“vivisection,” the ethics of animal experimentation, the 
animals used, sources of supply, and the purposes for 
which experimental animals are used. 

There is also a section on the legal questions con- 
cerning the use of pound animals and the legal aspects 
of “pound leg’slation.” 


About the size of a folded train schedule, the booklet 
will be valuable as a quick reference for speakers, de- 
baters or teachers. It should be of special interest to 
secondary and college level teachers and to study groups. 
Doctors and other scientists and leaders of civic clubs 
will also find it of value. 


Copies may be obtained from the National Society 
for Medical Research, 208 N. Wells Street, Chicago 6, 


Illinois. 


An American mother today has better than 999 
chances out of 1,000 to come through childbirth safely— 
the best record in our history and, on a comparable 
_ the best in the world.—Christmas Seal Health 
News. 
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Roentgen Diagnosis 

Radium Treatment 
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—Est. 1919 
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. . non-drying colloidal emulsion . . . flows 
readily . . frequently used as a base for topical 
prescription of Sulfur, Calomel, Copper Sulfate 
and many others. . . facilitates penetration of 
medicaments . . . an excellent non-irritating der- 
mal emolient used without adding medication. 
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Classified Advertising 


Replies to advertisements with key numbers should be 
mailed in care of MINNESOTA MEDICINE, 2642 University 
Avenue, Saint Paul 4, Minn, 





FOR RENT—Attractive doctor’s suite in south Minne- 
apolis. Wonderful location for a practice to be built 
up, or as an outlying office for a downtown doctor. 
Write Wm. L. Cochrane, 7301 Fremont Avenue South, 
Minneapolis 19, Minnesota. Telephone RO 9-8758. 


WANTED—General practitioner interested in small 
town practice in two-man clinic. Opportunity for lo- 
cum tenens on trial basis, or permanent association 
or partnership, if mutually agreeable. Address E. E. 
Emerson, M.D., Osakis, Minnesota. 


PHYSICIAN WANTED to take over unopposed prac- 
tice in west central Minnesota. New office for rent-or 
sale reasonable. New hospital facilities in two neigh- 
boring towns. Contact Dr. R. J. Salk, Herman, 
Minnesota. 


OPPORTUNITY: Minnesota, on fertile Red River 
Valley edge, in village of 1,800, close to unexcelled 
hunting and fishing. General and surgical practice 
grossing over $40,000. Newly built home-office across 
street from expanding community hospital. Equip- 
ment includes Phillips ma. x-ray with spot film and 
rotating anode, colorimeter, UV light, diathermy, Ekg, 
BMR, surgical instruments, Blendtome. Help will 
stay. Co-operative, ethical competition. Sell equip- 
ment; sell or lease building. Entering service. Will 
introduce. H. B. Roholt, M.D., Fosston, Minnesota. 


FOR SALE—General practice, town 4,000, West Cen- 
tral Minnesota. New modern hospital, congenial staff, 
good business town, prosperous farm country, collec- 
tions 95 per cent. 7-room brick office building. 4-bed- 
room home, well-equipped office. Practice, equipment, 
building, and house, sacrifice $35,000, or rent, option 
to buy. Specializing, can finance. Address E-328, care 
MINNESOTA MEDICINE. 


FOR SALE—30 ma. Picker vertical fluoroscope like new 
—a bargain. Telephone Eugene Rinkey, Garfield 7777 
(Saint Paul) ; write 749 Lowry Medical Arts Building, 
Saint Paul 2, Minnesota. 


FOR SALE—Very complete physician’s equipment in- 
cluding x-ray. Large practice, good town, rich farm- 
ing section 75 miles from Minneapolis. No competi- 
tion. Two hospitals 20 miles. Splendid opening. Tele- 
phone NEstor 5709. Write T. Foster, 1748 W. Minne- 
haha, Saint Paul 4, Minnesota. 


CALIFORNIA 


Opportunities for Physicians 


Attractive listings available with clinic groups, 
individual associations, hosp ital ass ents and 
locations. All inquiries strictly St No 
registration fee. 


The Medical Center 
Agency 
26 O'Farrell St., San Francisco, California 
Norma S. Rout, 





Director 











WANTED: A general practitioner for Fergus Falls 
State Hospital. Beginning salary $612 per month, 
Three bed room house available, partially furnished, 
subsistence, heated garage, Government working con- 
ditions, paid holidays, vacation, sick leave and retire- 
ment pension plan. Address. inquiries to W. L, 
Patterson, M.D., Supt., Fergus Falls State Hospital, 
Fergus Falls, Minnesota. 





Index to Advertisers 


Anderson, C. F., Co., Inc 
Ayerst, McKenna & Harrison 
Baker Laboratories, Inc 
Benson Optical Co. 

Birches Sanitarium, Inc. - 
Borden Co 

Boyd & Boyd, Inc 

Brown & Day, Inc 
Buchstein-Medcalf Co 
Caswell-Ross Agency 
Chester-Kent, 

Ciba Pharmaceutical Products 
Classified Advertising 

Cook County Graduate School of Medicine 
Crestview Hospital 

Dahl, Joseph E., Co 
Danielson Medical Arts Pharmacy, 
Dee Medical Supply Co 
Druggists Mutual Insurance Co 
Ewald Bros. 

Glenwood Hills Hospitals 
Hall, Anderson & Nordehn 
Hazelden Foundation 
Homewood Hospital 

Juran & Moody 

Lederle Laboratories 

Lilly, Eli, & Co 


Mead Johnson & Co 
Medical Center Agency 
Medical Protective Co 
Merck & Co 
Milwaukee Sanitarium 
Mounds Park Hospital 
Murphy Laboratories 


Back Cover 
Back Cover 


National Rating Association 

North Shore Health Resort 

Parke, Davis & Co 

Patterson Surgical Supply Co 

Pfizer 

Philip Morris & Co 

Physicians Casualty Association 
Physicians & Hospitals Supply Co 
Professional Credit Protective Bureau 
Quincy X-Ray & Radium Laboratories 
Radium Rental Service 

St. Croixdale Sanitarium 

Sandoz Pharmaceuticals 

Schering Corporation 

Searle, G. D., & Co 

Sheltering Arms 


Ulmer Pharmacal Co. 


Winthrop-Stearns, Inc 


Zenith Hearing Aids 


MINNESOTA MEDICINE 








